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THE FUTURE OF MEDICAL EDUCATION 
AS SEEN BY A TEACHER 


JOHN A. RYLE, M.D. 
Regius Professor of Physic in the University of Cambridge ; Consulting Physician to Guy's Hospital ; 
Consultant Adviser in Medicine in the Emergency Medical Service 


Without an accurate acquaintance with the visible and 
tangible properties of things our conceptions must be 
erroneous, our inferences fallacious, and our operations 
unsuccessful. “ The edueation of the senses neglected, 
all after-education partakes of a drowsiness, a haziness, 
an insufficiency, which it is impossible to cure.” Indeed, 
if we consider it, we shall find that exhaustive observa- 
tion is an element in all great success. (From Herbert 
Spencer's Essay on Education.) 


At a time when planning is much in the air, but the war 
and the vast uncertainties of the future conspire to give to 
all Utopian castles a more than usually aerial quality, the 
Editor has invited a statement of ideas on the future of 
medical education. At the moment we cannot begin to 
visualize the kind of foundations upon which we shall have 
to build. The physical, social, and economic structures of 
our post-war world are beyond imagining. Ideas and hopes 
must therefore be accepted as such and not regarded as 
fixed projects. Discussion and inquiry must be fostered. 
Individual opinions in such a time, although freely ex- 
pressed, may later need to bow to change or circumstance. 

We can, nevertheless, start with the thesis that medical 
education stands much in need of reforms, and that all 
concerned for it, both old and young, are willing to become 
reformers in aid of this particular contribution to our new 
order. On certain main points, such as the overcrowding 
of the curriculum, there will be full agreement, and none 
will dispute that the aims of medical education should 
include on the one hand the training of sound and practical 
doctors and on the other the maintenance of high cultural 
and scientific standards. If there is one thing which medi- 
cine has shown a tendency to sacrifice in return for the 
rapid contributions of the sciences to its instruction and 
practice, it is perhaps its position as a cultural profession. 
Its philosophy has not kept pace with technical achievement. 

Let us briefly state the problem which confronts us in 
the form of a question. How shall the medical education 
of the future, without further complications of or additions 
to the curriculum, provide a better scientific and general 
training for the student and ensure a more organized and 
integrated approach to the clinical subjects and, in place of 
accumulations of memorized but poorly correlated detail, 
a wider appreciation of first principles? How in the process 
shall it help to develop a breed of doctors better blessed 
with humanity and judgment, with simultaneous gain rather 
than loss to their scientific sense? 

Il. The Phases of Education 

The teacher in the wards receives the product of a 
previous education in the schools and the laboratories, and, 
while fully conscious of shortcomings in his own depart- 
ment of learning, may justly feel entitled to criticize some 


of the results of preliminary training. He also sees his 
students launched into the world of practice, and meets 
them there afterwards, knows something of their require- 
ments and difficulties, and has opportunities of observing 
defects in their methods or standards. He thus stands as 
an important intermediary observer between consecutive 
but at present too widely separated phases of education. 
An analysis of the curriculum as a whole and of existing 
teaching methods suggests to him that at every stage, both 
clinical and pre-clinical, there is too much instruction and 
too little education in its truer and better sense, and that 
the community of interest and purpose which should obtain 
between those responsible for the organization of earlier 
scientific and later clinical training is too rarely cultivated. 

Medical education may be considered as falling into five 
periods. These are: 

1. The school period prior to the year or years devoted to 
work for the First M.B.—a period which should surely, in the 
modern world, seek to prepare the way for a more scientific 
outlook in the population as a whole and to provide an early 
inspiration to those destined for the scientific professions, albeit 
without loss to general discipline. 

2. The period devoted to work for the First M.B., whether 
this takes place at school or elsewhere (generally called the pre- 
medical period). 

3. The pre-clinical period proper, which is spent at a medical 
school and concerns itself with the study of physiology, anatomy, 
and pharmacology, and, at some universities, of biochemistry 
and pathology. 

4. The clinical period, which is spent at a teaching hospital. 

5. The first postgraduate year, which is generally but by no 
means universally devoted to house appointments and should 
come to be regarded as an essential educational year in respon- 
sibility and practical experience. 

Even though it be accepted that the main purpose of the 
education given in the second and third periods is to provide 
an introduction to scientific method and a proper familiarity 
with those sciences which are everywhere regarded as neces- 
sary to medicine, the work should ideally be organized 
throughout in such a way as to prepare the mind and 
interest of the student for the tasks which will engage his 
attention during the clinical years and, in fact, throughout 
the rest of his professional life. Without such provision 
there must be some loss of interest and organized thinking 
in the earlier stages, a lack of continuity between earlier 
and later training, and a groping for method at the 
beginning of the fourth or clinical period which the pre- 
clinical period should already have instilled. 

At present certain of the shortcomings of the clinical 
period can unhesitatingly be referred to shortcomings in 
previous training. With a growing tendency to embark at 
too early an age upon specialized work for the First M.B., 
the general education of the student has assumed too low 
a level. Good literary standards, general knowledge, know- 
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ledge of languages, and interest in problems outside his own 
necessary sciences do not, with rare exceptions, charac- 
terize the equipment of the medical student. This is evident 
in his written work and examination papers, and often 
enough in his conversation, his reluctance or inability to 
share the literary, artistic, or socio-political enthusiasms of 
others in his generation, and often in his intellectual 
standards subsequent to qualification. However anxious he 
may be to make good these deficiencies, the overcrowding 
of the pre-clinical period proper hampers his endeavour 
in the early adult years. In comparison with the medical 
faculty at a university few faculties show a comparable 
multiplicity of subjects in their curricula or allow such 
scant leisure for private interests and recreation. The 
education of the mind and of the whole man inevitably 
suffers. 


Ill. Some Present Defects in the Pre-clinical Years 


Before proceeding to a consideration of remedies for 
these defects let us consider the First M.B. period and the 
university or pre-clinical period proper in a little more 
detail. In what respects does the teaching here fall short 
of what is to be desired? What are the particular mental 
faculties which it fails to encourage or to train? 

Briefly, we may say that the whole of the teaching in the 
pre-medical and pre-clinical periods—-allowing for excep- 
tions in a few of the more advanced schools—is didactic 
and analytic. The student is taught facts and to memorize 
facts, and he is instructed in the analysis of certain natural 
or artificial phenomena, but at no stage as a rule is he 
given serious encouragement in the observation of pheno- 
mena for himself. Rather is the natural inquiring faculty 
of childhood unintentionally discouraged and inhibited 
year after year by too much teaching. Now the most 
essential faculty in clinical science and its application to 
practice is the ability to observe naturally occurring 
phenomena. Small wonder that the student entering the 
ward for the first time often feels or shows that he is enter- 
ing a new world for which the world he leaves has in- 
adequately prepared him. Here for the first time (unless 
of his own initiative he has indulged some naturalist hobby) 
he must learn to look and to see, to touch and to feel, to 
listen and to hear, and, furthermore, to interpret logically 
what he discovers with his senses and by the interrogation 
of his patient—types of inquiry for which the classroom 
and the laboratory have given him but a poor orientation. 
Clearly the didactic and analytic method cannot be dis- 
pensed with altogether, and chemistry, physics, biology, 
anatomy, physiology, and pharmacology are all essential 
studies. While, however, the teaching of the first two must 
remain in large part didactic, the teaching of biology, 
physiology, and anatomy might with reorganization 
encourage to a far greater extent than heretofore the 
faculties of observation and interpretation—the twin facul- 
ties so necessary to clinical science and practice. 

At present, from the day when he first dissects the frog 
to that on which he concludes the dissection of the human 
cadaver, the student spends the greater part of his time in 
looking for things he is told to look for, in carrying out 
experiments prescribed by book or lecture, in remembering 
by means of diagram and table, in imagining physiological 
function in terms of tracings, graphs, and chemical formulae, 
in building his composite picture of the living human 
organism from inspections of the dead or of the decerebrate 
animal and from microscopical films or sections-—in con- 
stantly contemplating parts to the exclusion of wholes. He 
is not customarily given a frog and told to observe all he 
can about it in the living state—its colouring and move- 
ments, its digestive or respiratory habits—without reference 
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at first to books or pictures, and to write down all he sees. 
Nor when it is pithed does he settle down, as Harvey 
would have had him do, to discover what he can of interna] 
structure and related function. 

After two years of lectures and laboratory work jp 
physiology he may know much that has been discovered by 
others about carbohydrate metabolism, the acid-base equili- 
brium, the latest views on nerve conduction, the cardio. 
graphic tracing, the carotid sinus and Hering-Brever 
reflexes, the theories of urinary secretion, the role of the 
accessory food factors—all valuable knowledge. About his 
own everyday movements and functions, however, and his 
own sensations and their responses to such things as exer- 
cise and changes of temperature and emotion, and about 
the temperamental and physical variability of those with 
whom he consorts, he may still be quite ill informed and 
unobservant. He lacks “ an accurate acquaintance with the 
visible and tangible properties of things.” If he notes 
peculiarities of feature or gait, ef expression, habit, colour- 
ing, or body weight in others he does so casually and not 
critically, and without that curiosity and that urge to inter- 
pret in terms of intimate function or structure which are so 
essential a part of the mental behaviour of the good 
naturalist or clinician. Although he is supposed to have 
completed a study of the normal he knows little about 
growth in infancy or childhood, about the changes in such 
simple functions as the pulse and respiration rates between 
birth and adult life, or the other milestones of natural 
development. He has not watched healthy babies. Of such 
things, in fact, he often remains in ignorance until he starts 
his paediatric studies in his last clinical year. The occa- 
sions on which he has felt the radial pulse or apex beat 
critically and attentively or listened to the normal heart or 
examined the normal fundus and sought to describe his 
findings unaided have usually been very few. It is unlikely 
that he will have observed closely the subjective and objec- 
tive phenomena of dyspnoea induced by effort in himself 
or his fellows, or have produced for contemplation and 
analysis varieties and degrees of pain in his own accessible 
structures. At present after a year or two in the wards he 
may remember something about the respiratory functions 
of the blood and yet be unable to describe or discuss 
and sometimes to recognize the manifestations and clinical 
varieties of disturbed respiration which are so valuable to 
diagnosis ; visceral and other pains, for all their significant 
qualities, present themselves to him as phenomena of 
doubtful and difficult interpretation. The symptoms of 
health, and the transition from them through the symptoms 
of health modified by applied physical or psychological 
processes to the symptoms of developed disease, have rarely 
received consideration by him or his teachers. 

And yet work along these lines would have been good 
physiology and would have supplied good training in 
scientific method, both of an observational and of an 
experimental kind. It would have had an obvious and 
immediate bearing on his ward work from its earliest days. 
It would have helped him by inculcating as a habit the 
exercise both of his sense organs and his wits, implementing 
the parallel discipline of a more repetitive and precise kind 
provided by the dissecting-room and the laboratory. The 
interest, bordering on excitement, of the first days of clinical 
work would then, too, be controlled and directed by past 
training ; comparisons between normal, less normal, and 
frankly abnormal wotld be more readily and appreciatively 
made ; disease and the symptoms of disease would have 
meaning from the beginning. Necessary instruction, in 
brief, would have been allied with and assisted by education 
in its truest sense, with interest more surely maintained and 
the goal of human medicine kept constantly in view. 
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IV. Some Remedies 


To bring all this about it should not be necessary to 
lengthen the curriculum. Concentrating more on basic ideas 
and principles, much troublesome detail could be allowed to 
go by the board or be garnered slowly at a later date. The 
close co-operation of physiologists, anatomists, and clinical 
demonstrators would be needed, and eventually a new 
breed of teachers, uninfluenced by too specialized a con- 
cern for their own subjects, interested in each other's, and 
devoted rather to the discipline of inquiry at all stages than 
to the instillation of factual knowledge, would evolve. 


Specific criticisms call for specific remedies. 


1. In the school period biology (with elementary physiology 
in the final year) should become an obligatory cultural subject 
for every child from the age of 13 onwards, and should be 
taught alike to those adopting “ classical ” and “ modern ™ pro- 
grammes. There is no subject comparable with biology for 
stimulating lively and critical thinking or more important than 
biology as a proper introduction to the later understanding of 
man and his problems and of healthy citizenship. How slow 
we have been to implement the advice of Huxley and Spencer! 
At some schools the teaching of biology in this way has already 
been introduced with notably good effect. In combination with 
field work and the work of natural history societies the bio- 
logical subjects not only provide a scope for observational 
training but also furnish teachers with opportunities of dis- 
covering just that type of boy or girl who is most likely to make 
a good student of the medical sciences and to find a vocation in 
medicine, and also of eliminating the unsuitable. In future a 
more careful selection of recruits for medicine will surely 
become necessary. Advice in respect of this selection should be 
among the more responsible duties of science masters, head 
masters, and the deans of medical schoaJs. Having been studied 
from the beginning biology would present no difficulties as a 
First M.B. subject, and the special work for this examination 
could therefore be embarked on later. This work should not, in 
fact, be started until the school year in which the pupil reaches 
the age of 17. During this final school year the study of English 
literature and a language or mathematics should continue. 

A higher standard and a more enlightened type of science 
teaching than obtains in many schools at the present day will be 
necessary, and it is to be hoped that some training for science 
masters in teaching method after obtaining their university 
degree will become obligatory. 


2. The attempt to teach, and all within a period of two or 
three years, a very comprehensive topical anatomy with 
embryology (and sometimes comparative anatomy), physiology, 
pharmacology, biochemistry, and general pathology (with 
bacteriology) which obtains at present in some universities has 
necessitated a form of “cramming™ which succeeds only 
partially in the training of organized and inquisitive minds. The 
first two university years should be devoted to the essentials only 
of topical anatomy and embryology with normal histology and 
to physiology with pharmacology. Human physiology and 
anatomy from the beginning should be developed along observa- 
tional lines—whenever possible, and certainly more frequently 
than at present, employing the student himself as the object of 
study in conjunction with.and illustration of other class-work on 
the several systems. After a pass examination in these subjects 
the final year should be devoted to honours work in human 
physiology (and applied biochemistry) as an essential subject 
and not more than one other subject, to be selected from a more 
advanced anatomy or general pathology or psychology deal- 
ing especially with the emotions and the special senses. In 
this year one or more weekly clinical classes introducing cases 
in or from the wards and a collaboration of clinical and pre- 
clinical teachers should be arranged in illustration of impor- 
tant physiological or pathological principles or processes. 


The gaps in time and place between pre-clinical and 
clinical teaching must be bridged. There should be more 
frequent intercourse and discussion between the science 
masters in the schools, the university teachers of the pre- 
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clinical subjects, and the clinical teachers. For the last- 
named the whole-time opportunities enjoyed by the teachers 
of the earlier subjects must be provided on a more generous 
scale, so that education and its methods may become for 
more of them a primary concern. And finally, the teaching 
of science need not, as some scientists suppose, be harmed 
by frequent consideration of its practical and humane uses. 


V. The Clinical Period 


Thoughtfully introduced and wisely fostered, the dis- 
cipline of the clinic is among the finest of all disciplines. 
It trains the senses; it teaches the value and uses of 
evidence ; it exercises the logical faculty and requires 
the frequent balancing or correction of one method by 
another ; it maintains the spirit of inquiry and compels 
humility ; it demands the closest collaboration between 
science and humane feeling. 

But clinical teaching in recent years, once of so high a 
repute in British hospitals, has suffered a certain dis- 
organization and some loss both of method and of ideals. 
The conflict between the claims of practice and multiple 
public duties on the one hand and of teaching duties on 
the other (although there are great advantages in the com- 
bination of teaching and practice which must not be lost 
to view) has been partly to blame. The professorial units 
have not so far been potent to compensate or correct in 
any large degree. 

The practice, for purposes of expedition, of instituting 
multiple investigations soon after the admission of a case 
to the ward has encouraged a faulty approach to problems 
and a neglect of historical evidence and the proper 
sequences of symptom-analysis. Investigation to the limit, 
often with no clear therapeutic policy to reward either the 
research or the patient, can cumber minds as well as beds. 
A small proportion of students in the clinical years are 
naturally observant from the first ; some become observant 
in the course of time ; many under stress of learning seem 
to lose the faculty they have begun to acquire ; the majority 
trust too little to their senses and too much to the extra- 
neous aids which they find ready to their hand. An x-ray- 
minded or laboratory-minded student, even if he writes a 
good report, may be unable to base his diagnosis on the 
evidence he has elicited although that evidence is sufficient 
for the purpose. He is for ever seeking other assistance and 
ignoring or missing what is set before him. His teachers 
do not always discourage this increasing over-reliance on 
accessory objective methods. He may be given some rules, 
but he is seldom given a system. He starts and continues 
his apprenticeship all too commonly with a haziness of 
mind that is accentuated by the looming menace of 
examinations. Clinical clerking can provide a type of dis- 
cipline in observation and reasoning of which we in this 
country have been justly proud. We must help it to come 
into its own again. 

While the general plan of three-monthly appointments 
and of “ firms” has stood the test of time, the following 
criticisms may be allowed as valid. 

1. The proportionate allocation of time to the various clinical 
subjects is not rational. Too large a proportion is given to the 
special departments and too much time is spent in the operating 
theatre watching techniques which should not be intimately 
studied or practised until the postgraduate years. Too little 
time is spent in the medical wards, where alone the systematic 
examination of the case as a whole is insisted upon, and where 
the use of special instruments (ophthalmoscope, auriscope, 
laryngoscope, sigmoidoscope, sphygmomanometer) and _ the 
methods of the clinical laboratory can and should be intelli- 
gently taught and used in association with direct bedside 
method. An additional three months of medical clerking, with 
subtraction elsewhere, is much to be desired. 
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2. Medicine and surgery are at present separated from the 
beginning in a way which renders them almost rival subjects 
employing different methods—as though pathologies could be 
separated according to therapeutic procedure! The discipline 
and principles in medical and surgical wards are at variance. 
In the medical ward the student is expected to examine and 
write a report on the whole patient. In the surgical ward it is 
commonly considered enough if he examines the hernia or the 
lump and does not forget to examine the urine before the day 
of operation, and this notwithstanding that no patient more 
needs a general examination than one about to be subjected to 
anaesthesia and operation. Sometimes he sees cases for the first 
time in the theatre which have not been previously discussed 
and perhaps not even seen in the ward by the operating surgeon. 
Pre-operative and post-operative therapeutics considered at the 
bedside are of high educational value and should receive far 
more attention. It has taken a second world war to remind us 
all that Listerian and Hiltonian principles could still be more 
meticulously taught and practised. The principles of asepsis 
and measures to counteract cross-infection are or should be the 
same in medical and surgical wards. There may be nursing and 
administrative advantages in the separation of surgical from 
medical cases at the stage of operation, but at the stage of 
diagnosis there is no good reason for separating them. There 
are, in fact, strong arguments for combined medico-chirurgical 
units and for more frequent consultations before students 
between surgeon and physician on matters of diagnosis, on thera- 
peutic decisions and alternatives, and on post-operative manage- 
ment and complications. 

3. The sequence of appointments could be reconsidered with 
advantage. Although the usual order of junior surgical, junior 
medical, senior surgical, and senior medical dresserships and 
clerkships has much to commend it, and this order, as conducting 
from the simpler objective examinations to the more compli- 
cated study of all the systems, including the analysis of sub- 
jective phenomena, will still commend itself to most teachers, 
the alternative experiment of learning the general approach first 
with the full discipline of medical ward routine should be worthy 
of a trial. The special appointments which follow should 
be employed more for a continuance of the demonstration of 
general principles in diagnosis, prognosis, and treatment 
in medicine and surgery and less for the demonstration of 
specialized techniques. Neurology, orthopaedics, laryngology. 
and genito-urinary surgery can be made to provide the most 
valuable lessons in applied anatomy and physiology. In the 
matter of paediatrics we might well follow the practice of the 
Russian schools by giving it a much more prominent place in 
the curriculum. It is one of the most important subdivisions 
of general and preventive medicine. The handling of children 
and modifications of diagnostic approach necessary in their 
diseases are not at present sufficiently brought home to the 
undergraduate student. For the most part purely specialist teach- 
ing should, however, be postponed until the postgraduate period. 
The details, rarer problems, and operative techniques of 
ophthalmic, orthopaedic, and genito-urinary surgery and of 
throat and ear work are essentially postgraduate studies. Indeed, 
surgical technique as a whole should not claim much more 
of the student’s time than radiological or bacteriological or 
chemical techniques. Principles and methods of study are the 
student’s chief requirement, and above all constant practice in 
assembling evidence and in logical deduction from facts 
observed and symptoms elicited. 

Psychological medicine must not be wholly concentrated in 
a department but should come to inspire the daily teaching of 
the medical and surgical wards. Regular clinico-pathological 
consultations on post-mortem material should be universally 
adopted. The chemist and the pathologist should be invited 
more often to ward discussions. The value of consultations as 
opposed to * second opinions ” and interchanges of requests and 
reports must be impressed upon the student’s mind from an 
early stage. 

4. In the matter of lectures customs vary. Some schools have 
abandoned the systematic lecture in medicine and surgery in 
the belief that they are a duplication of textbook teaching. In 
replacing them, however, by a much greater number of clinical 
lectures by the many members of a staff too little trouble has 
been taken to secure enough lectures or lecture-demonstrations 
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on essential subjects and the commoner diseases. Some teachers 
lecture again and again on their own pet themes. Few go out 
of their way to discover what subjects have been covered in a 
recent session or what their colleagues are lecturing upon or 
what their students want. “There is thus much overlapping and 
much omission. But what perhaps is needed most of all is g 
series of introductory lectures in each academic year by the 
professor of medicine or a senior physician on some of the main 
principles underlying the tasks of the applied science of medj- 
cine, of which all the special subjects are after all but sub- 
divisions. Aetiology, the meaning of Diagnosis and the forms 
and uses of diagnostic method, Prognosis, and Therapeutic Prin- 
ciple are all surely worthy of separate discussion. There are 
few students who pause or are advised to consider how their 
approach to their work and to the individual case may be 
improved and amended by a better familiarity with basic ideas 
on such subjects and even by a better understanding of nomen- 
clature. Lectures on main symptoms such as fever, pain, cough, 
and dyspnoea can also make an important contribution, 
Symptoms as expressing morbid physiology and signs as 
expressing morbid anatomy should, in fact, inspire frequent 
discussion. “What does this symptom mean?” not “What 
disease is it a symptom of? ” should be the constant query in 
the mind. 

5. The approach to the patient, the “ management *—both in 
a physical and a psychological sense—as opposed to the more 
specific treatment of cases of the common diseases, with re- 
minders that much sound treatment can be viewed as applied 
physiology, find frequent texts in the daily material of the 
clinic and yet are apt to suffer neglect in enthusiasm for the 
manifestations of a rare or “ interesting” and often incurable 
case. On ward rounds the attempt to see too many patients in 
an afternoon is apt to lead to superficial or anecdotal teaching. 
Iwo or three cases carefully reviewed are less likely to leave 
bewilderment and a train of ill-digested ideas in the minds of 
the “firm.” A part of, out-patient teaching should be in the 
hands of senior members of the staff. Again a limited number 
of cases should be employed, but preferably not selected, for 
the purpose. 

A proper perspective in the matter of accessory diagnostic 
methods, their place and limitations, and the interpretation of 
their findings is as necessary as insistence on the primary 
importance of the clinical survey. 

6. It would be impossible in the space available to consider 
in detail the future of the teaching of obstetrics, of pathology and 
bacteriology in their special relation to medicine, and some 
important reforms needed in other special components of the 
curriculum. The belief is gaining general acceptance that a much 
broader “social medicine ~ course in illustration of the origins 
of ill-health and the social responsibilities of the doctor might 
come to replace the present dull teaching on “ public health.” It 
should occupy some part of the free period commonly devoted 
to fevers, anaesthetics, and vaccinations. 

Postgraduate education, both in the house-officer period and 
later, and some overdue reforms in the examination system 
must also, for reasons of space, be omitted from present 
consideration. 


VI. The Teachers 


Finally, we must consider the clinical teachers them- 
selves. It will surely by now be conceded that if anatomy, 
physiology, and pathology require whole-time teachers we 
can no longer accept that the much more difficult and 
essential subjects of Clinical Medicine, Surgery, and 
Obstetrics can be satisfactorily shared among a number 
of part-time teachers, each spending a few hours a week 
in the service of his school. On the whole-time professors 
of the three main subjects, in consultation with the dean of 
the school, should fall the duty of organizing the teaching 
on behalf of the students and the part-time staff and main- 
taining close educational contacts with the laboratory 
teachers. With the increase of specialism among physicians 
and surgeons, and their natural tendency to accumulate in 
their beds cases of particular interest to themselves, it 
becomes ever more important to have one or two large 
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ynits concerned with medicine as a whole and with beds 
open to cases of all types. The medical unit or combined 
medico-chirurgical unit should perform this function, and 
the professor, whatever special interests he may have, must 
remain a general physician (or surgeon) concerned with the 
principles and methods in accordance with which diagnoses 
and prognoses are achieved and with the lessons to be 
learned at the bedside, in the operating theatre, and in the 
post-mortem room from successes and from failures. At 
present it is not possible for all students in a given year 
to serve on the professorial units, where such exist. A 
combined medico-chirurgical unit and an additional three 
months for medical clerking should make it possible for 
all students to hold an appointment, whether medical or 
surgical, under the whole-time teachers and to obtain the 
advantages of work in the unit atmosphere. The clinical 
professor should whenever possible be a man with wide 
experience of institutional or consulting work, or both, and 
a developed interest in teaching. He should rarely be under 
40 on assuming his chair. Such an appointment should not 
exclude the appointment also of a reader or associate pro- 
fessor in clinical science, whose main function would be 
research. who should accept limited teaching, and whose 
scientific activities should prove of the utmost value to 
the unit and provide frequent reminders for all its members 
that experiment as well as observation has an important 
part to play in education as in the advancement of learn- 
ing generally. One generai practitioner of high standing 
in the profession should also be attached to the unit and 
should engage in ward and out-patient consultations and 
give occasional classes on the management of a practice 
and of sickness in the home and the essentials of medical 
ethics. The opening of discussions on teaching among 
senior and junior members of the staff should be a regular 
function of the heads of units. Opportunities should be 
given to student representative bodies to register considered 
desires and criticisms. 

In the medical school of the future we may perhaps 
visualize provisions (a) for whole-time clinical teaching 
staff, (b) for staff devoted entirely to institutional work, but 
sharing their time between and deriving their experience 
and income equally from a teaching s¢hool and a municipal 
hospital, and (c)}—if private practice survives the war and 
the reconstruction—for staff giving half their time to their 
teaching school and the rest to private consulting work, 
albeit with facilities for most of this private work provided 
within the precincts of the hospital. With a healthy diver- 
sity of interests and experience thus secured ; with closer 
contacts between the teachers themselves and between the 
staff, the students, and the house officers ; and with a freer 
association within the hospital community of clinicians, 
chemists, and pathologists, and more consultations between 
them, we might picture the evolution of a clinical school 
and methods of training as far superior to what now obtains 
as are existing conditions to those which flourished in the 
days of the apprenticeship system and “ walking the hos- 
pitals.” Those days had certain things to commend them, 
and they witnessed the birth and infancy of our cherished 
bedside clinical teaching, but they allowed too free a rein 
to authoritarian instruction and lacked the inspiration, the 
checks, and the precisions of a preliminary and parallel 
education in scientific method. 

Freedom to live and to learn must be secured first, but 
thereafter, with wise prevision and co-operation on the part 
of the State and the schools, and by dint of extracting the 
best fram old experience and new experiment, who can 
doubt that we shall one day find the proper place and pro- 
portion for each science and service in the complex siructure 
of vur medical university or whole? 
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THE FUTURE OF MEDICAL EDUCATION 
A MEDICAL STUDENT’S VIEW 
BY 


DONALD McDONALD, B.A. 
Radcliffe Infirmary, Oxford 


To say that medicine and the medical profession need 
reforming is to-day to utter a commonplace. To decide 
how this shall be done is less easy. In the past the wider 
problems of medicine have been the hobby of more or less 
eminent members of the profession who are retired. 
To-day, sudden and violent change has become such a part 
of our daily life that everyone takes note, and the future 
has become the vital concern of everyone. As a sign of 
this, meetings of medical students from schools all over 
Britain, which were unknown ten years ago and embryonic 
four years ago, this year gathered almost 200 students at 
Cambridge, organized as the British Medical Students’ 
Association. They discussed problems in every sphere of 
medicine ; but, because the student of to-day is the doctor 
who will have to solve these problems to-morrow, and 
because the education he receives will make or mar his 
success in this task, medical education was held to be the 
most important link in the chain of medical planning. 

The first and yet most vital problem is the actual entry 
into the medical school. For the individual who wants to 
be a doctor this is a question of money rather than ability. 
For the community, it determines very largely what sort of 
a doctor it will get ; for, as one Spanish university has it, 
“What Nature has denied, Salamanca cannot supply.” No 
one can doubt that the present methods of selecting medical 
students are haphazard in the extreme. A father’s senti- 
mentality ; a desire for a safe job; almost any reason, 
except a desire to serve the community, is good enough, 
provided there is enough money for the initial heavy expen- 
diture. Medical schools, bound up with the voluntary 
hospitals, have to accept such students as a source of 
income, using a very few scholarships as a means of adver- 
tising. The solution clearly must lie with the provision of 
a vastly increased number of scholarships by the State. Only 
then can students be chosen because they will make good 
doctors, which requires temperamental as well as intellec- 
tual qualities, and not for any other reason. 


The Curriculum 


The medical curriculum itself is long and arduous. This 
is inevitable because the subject is vast and the doctor needs 
to be efficient in every branch of it; therefore no one com- 
plains about its length. On the other hand, there is much 
that is useless and irrelevant which needs to be pruned 
away. The result of this will not be to shorten the whole 
course but to allow more important subjects to be intro- 
duced. The wartime need of getting doctors as quickly as 
possible introduces an important factor into immediate con- 
siderations of the question, but will not alter the long-term 
view of what is felt to be desirable. In chronological order, 
the pre-medical course in the elements of the physical and 
biological sciences comes first. It needs drastic revision, 
for it is poorly presented, uninformative, and a dead weight 
on the early enthusiasm of the student. Although its aims 
are entirely praiseworthy it is still planned, as in olden 
times, for the student who read only classics at school, and 
even possibly took a classical degree before proceeding to 
medicine. ‘To-day that is true of very few, and certainly 
specialization at school should not be so advanced as to 
exclude anyone’s reaching university standard from the 
elementary Knowledge of physics and chemistry that ts 
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required. In the meantime, the university teaching in these 
subjects could be much more imaginatively related to their 
application in medicine. On the other hand, students who 
have reached Higher Certificate standard in these subjects 
at school should not be forced to relearn them, as they are at 
many universities. With regard to biology the position is 
different. A sound understanding of the behaviour of 
living organisms in general is essential for the doctor, but 
the manner of presenting the subject is not the best. Botany 
is still based on the needs of the doctor who dealt directly 
with medicinal herbs. Zoology is planned on the Huxleian 
idea that evolution was in a single line and that a study of 
lower types will lead directly to an understanding of man. 
In practice this has led to the student's being required to 
know details of animals which are the failures, the dead- 
ends, of evolution. Man is the simplest mammalian type, 
and is easier to understand than other species which are 
highly specialized in one direction. Therefore the com- 
parative anatomy learnt at this stage is actually much better 
introduced with human anatomy. A course in General 
Biology orientated to the special viewpoint of the doctor is 
required, and this should include the principles of heredity ; 
the evolution of behaviour, which is necessary for an under- 
standing of psychology ; and also oecology—the study of 
animal communities—leading on to sociology. In recog- 
nition of the fundamental importance of this course it 
should be taught by the best and most mature teachers. 
A course of this type is given in America, and is found to 
be very successful. Some people go further and think that 
even more time should be given to broadening the outlook 
of the medical student. One suggestion is that at least a 
year between school and university should be spent in a 
job ; this has a crude parallel in the military service required 
in Continental countries, and would hardly be acceptable 
to most students. Another plan would be to imitate the 
American method, in which a general university degree is 
taken before starting medicine ; again the lengthening of 
the time as a student would be very irksome to most. 


Technical Training 


After completion of the introductory course the technical 
training of the doctor begins. Many criticisms are made 
of the way in which anatomy and physiology are taught, 
particularly as the mass of detail to be learnt is very burden- 
some ; but, nevertheless, they are not always justified, for 
the future doctor and surgeon has to have the details of 
human anatomy at his finger-tips. The important question 
is to ask whether this essential knowledge is taught in the 
best way. The answer is definitely in the negative. In the 
first place, the two main subjects, anatomy and physiology, 
are taught as if they bore no relation whatsoever to each 
other, with the exception that, by a peculiar English custom, 
histology lives in the same building as physiology. The 
geographical separation of the dissecting-rooms has created 
an apparently insuperable obstacle in the relation of struc- 
ture to function. A little co-operative discussion could 
surely solve this problem. Anatomy is traditionally learnt 
by mnemonics—which means without the co-operation of 
the intelligence. ‘To some extent students are to blame for 
this, because there are many progressive anatomists who 
strive against this degradation of their subject. But the 
students, in turn, are ruled by the examinations and the 
unknown quantity of the external examiner, so that progress 
in an isolated school is very difficult. It has already been 


mentioned in this connexion that comparative anatomy 
illustrates and makes human anatomy more clear, and with 
this embryology should be included: both these subjects, 
which introduce a rationale into anatomy, are very much 
neglected in present teaching. 


[his is not a plea for 
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pedanticism, but is of real practical importance; for 
anatomy learnt intelligently can never be completely for. 
gotten as can that learnt by rote, when forgetting one letter 
of a mnemonic may mean making a complete farce of the 
facts. 

The teaching of physiology is, on the whole, much better, 
but once again suffers from a tendency to cram certain facts 
without understanding. In this subject the defect is more 
important, for, while anatomical detail remains the same 
for successive generations, physiology is advancing at a 
tremendous rate. Therefore it is essential for the future 
doctor, if his medicine is to be based on sound physiology, 
to learn it in a scientific flexible way with an understanding 
of past developments that will enable him to keep track of 
its advances in the future. In the past only Oxford and 
Cambridge have specifically set out to do this, and they 
allocated a whole year to take an honours course in animal 
physiology. It was popular in spite of the extra year it 
required, which means that its value was appreciated by 
students as well as teachers. Unfortunately, in the interests 
of the war, this course has been ‘omitted ; but in the future 
its example should be taken heed of, if not in the formal 
sense of a year’s course, at least in the way that physiology 
is taught. In addition to the intellectual approach, the 
course provided excellent technical practice, of which the 
best was in mammalian physiology, for this is the only 
chance students get of handling living material before they 
have to deal with patients on the operating table. ; 

The teaching of structure and function together is an 
obvious need. Equally essential is the comparison of the 
diseased with the normal. While it is necessary to appre- 
ciate that the student cannot do every subject at once, yet it 
must be remembered that the pre-clinical subjects are taught 
for use in clinical medicine, so that the introduction of 
clinical material early in the course illustrates and gives 
direction to the learning of anatomy and physiology. Study 
of the nervous system is the outstanding example in which 
function and anatomy need to be taught together and then 
directly applied to the neurological case. Instead of this, 
each part is taught quite independently, in different places, 
at different periods, with a great amount of repetition which 
is wearisome and a waste of time. 


Clinical Teaching 


In clinical teaching the most frequent criticisms are 
directed against rather different objects. This is because 
the whole environment changes from an academic to a 
professional one. The student is told that the objects of his 
studies are, first, diagnosis ; second, diagnosis ; and third, 
again diagnosis! But the student, while never denying its 
importance, wonders if this is quite enough. Has he really 
done all that he can if he listens to a tuberculous lung for 
six months and then, having diagnosed a healing condition, 
sends the patient back to the slums he came from? Is it 
really sufficient to study ten cases of children with rheumatic 
heart disease without observing that they all come from a 
district with notoriously bad damp housing? No, it is not 
enough; and the fact that students in conference bring such 
criticism up again and again shows that they feel frustrated 
by the present scope of their teaching. The teaching of 
Preventive Medicine is a widespread and urgent demand 
which is neglected almost everywhere. Public health 
lectures, as given at present, deal with the legal aspects of 
sanitation, and no more. 

The great majority of students are going to be general 
practitioners, forming the vanguard of any advance to im- 
proved health for the community the profession is going 
to make. On them will rest the responsibility of diagnosing 
disease early Yet the material they are taught with.ts sull 
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almost entirely ~ interesting cases of rare diseases or 
with advanced physical signs. This has some justification, 
for the specialist naturally collects cases in his own 
specialty, and the loudest murmur is the one for the 
beginner to listen to. On the other hand, the senior student 
who has learnt to recognize physical signs can apply his 
knowledge in clinics, which is the nearest thing to general 
practice that hospitals provide. Out-patient clinics are fairly 

for this purpose if they are not overcrowded, but 
municipal clinics that some London students go to are 
better, and the dispensary system in Scotland probably best 
of all. Another major problem in general practice is the 
maladjusted, possibly mildly neurotic, patient. A field in 
which a great deal of good can be done, it is almost entirely 
neglected by present-day medical education. Psychology 
consists of a few lectures in the major psychoses, illustrated 
by the most amusing inmates that the mental hospital can 
produce. This is a most important omission that can and 
should be rectified. Also in general practice in industrial 
centres diseases due to working conditions and industrial 
processes are constantly being met, yet training in recog- 
nizing them is confined to possibly two lectures in a public 
health course. In all these ways could medical education 
be more closely related to the needs of the doctor after 
qualifying. : 

The manner in which teaching is carried out falls short 
of the ideal. Units tend to be much too large for the best 
results, as, particularly in the wards, the information does 
not reach many of the listeners, and there is no opportunity 
at all of asking questions or taking part in discussion. Lec- 
tures are often compulsory, in which case the student is 
denied even the simple criticism of stopping away, and the 
lectures may become slovenly as a result. Reading from 
textbooks has been redundant since the invention of print- 
ing. During the last two years, when many schools have 
been evacuated, it has been found that the formation of 
seminar groups between teacher and students, with free dis- 
cussion, has led to the most successful results. At the same 
time the ability to criticize lecturers has resulted in marked 
improvements. Thus the formation of staff - student groups 
to discuss the organizational problems in a school is found 
to be effective from all points of view, revolutionary though 
it may seem. The other alternative suggestion is that the 
staff of a medical school should have had a pedagogical 
training, or at least be chosen for teaching ability rather 
than for research. Many feel, however, that this would kill 
any scientific life in the teaching through replacing scientists 
by orators, for if the research worker is good he will have 
such a clear idea of his subject that he cannot talk badly 
about it. The way forward shown by helpful mutual 
criticism between teachers and taught seems to be by far 
the most promising. 

The provision of smaller teaching units also enables 
students to get far more practical experience of the various 
techniques, such as lumbar puncture, intravenous infusions, 
and so on, that he will need to be able to do as a doctor. 
Opportunity for this varies greatly in various medical 
schools, and it cannot be doubted that the complete divorce- 
ment of the student from practical work is very bad. On 
the other hand, there is often required a tremendous 
amount of attendance at operations which in fact can 
demonstrate nothing to those more than a yard from the 
Operative site. Perhaps most important of all is training 
in casualty work, for minor surgery plays a large part in 
a practising doctor's life. The aerial warfare of to-day 
makes it doubly important ; in fact, the teaching of this 
subject has been greatly extended since the beginning of the 
war, but there is doubtless still room for improvement in 
some places 
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Conclusion 

A great many of the points mentioned can be easily 
changed by local adjustment, and usually the staff are very 
willing to accept suggestions for improvement. Broadly, 
however, the aims of medical teaching can only be altered, 
so that they fulfil the needs of the doctor and enable him 
to serve the community to the best of his ability, on a 
national scale. The British Medical Students’ Association 
is going to present, by invitation, a memorandum to the 
Planning Commission set up by the B.M.A., and by this 
means it is hoped that the necessary changes will be 
effected. 





CLINICAL OBSERVATIONS ON AIR-RAID 
CASUALTIES* 


BY 


R. T. GRANT, M.D., F.R.S. 
AND 


KE. B. REEVE, B.M., M.R.C.P. 
The Clinical Research Unit, Guy's Hospital 


Comments on Treatment: (a) Transfusion 


It is apparent that the great majority of the cases in all 
groups respond well to treatment, at least for a time. The 
simple measures of rest, warmth, morphine administration, 
and the head-down position, however, are usually insuffi- 
cient to effect lasting improvement. We have seen that only 
17 cases escaped transfusion ; none of these is regarded as 
having suffered severe blood loss, the haemorrhage being 
assessed as little or none in 13, moderate in 2, and as un- 
known in 2. In the majority, also. the injuries are classified 
as minor or moderate (4 and 7 respectively), in only 4 as 
severe, and in 2 as internal. In several of them trans- 
fusion probably ought to have been given, and would have 
hastened improvement. 

The other 83 cases received transfusions in amounts and 
at rates that differed greatly. Blood and plasma together 
were given in 50 instances, blood alone in 13, and plasma 
in 15; sometimes serum was used instead of plasma, and 
in a few various salines were added. The amounts, in- 
cluding those given before, during, and in some cases after 
operation, vary from one pint to thirteen pints (this last 
amount being administered over a period of twenty-eight 
hours) ; 23 received two pints or less, 29 from two to four, 
18 from four to six, and 13 more than six pints. In general 
these amounts are related to the blood loss rather than 
to the nature of the injury, the larger transfusions being 
given mainly where bleeding was renewed either before 
or at operation. The amount required for resuscitation 
varies so greatly from patient to patient that no definite 
ruling on this point can be given. While the end in view 
seems to have been the replacement of lost blood, the 
restoration and maintenance of normal systolic blood 
pressure (100 mm. Hg and over) is used as the chief indi- 
cation that an adequate amount has been received. 

In most cases the early transfusions were given at a 
rate of about one pint in a quarter or half an hour ; later 
transfusions, unless to combat renewed bleeding, were 
administered more slowly—one pint over one or more 
hours. More rapid transfusions have been given, appar- 
ently without other than good effect ; in one instance two 
pints was administered in fourteen minutes with general 
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improvement and a rise of blood pressure from 40/20 to 
130/70 mm. Hg. The rise of pressure, however, accom- 
panying a rapid transfusion is not always maintained ; for 
example, in one case the blood pressure rose from 70/38 
to 134/50 when two pints of plasma was given in twenty- 
five minutes, but soon fell away again to below 100 mm. 
Further, rapid transfusion is not always well tolerated ; 
in One case restlessness developed during the transfusion 
of one pint of plasma in five minutes and one pint of blood 
in eight minutes ; in two others restlessness and increased 
rate and depth of respiration were noted to come and go 
with the speeding and slowing of the transfusion. On the 
other hand a slow transfusion may be ineffective, the blood 
pressure remaining low or continuing to fall until the rate 
is increased. Thus in one case (fractures of skull and legs ; 
severe blood loss but no continuing bleeding) 1,400 c.cm. 
of plasma was given over a period of eleven hours. At 
the start (one and a quarter hours after injury) the patient 
was pale, sweating, restless, and excited, and was vomit- 
ing ; the blood pressure was 100/65 and the pulse rate 125. 
During the transfusion period the patient became worse, 
and was semi-comatose, with sighing respirations ; pallor 
persisted, the blood pressure fell gradually to 70/40, and the 
pulse rate rose to over 140. The rate of transfusion was 
then quickened (how much is not stated), and after half 
an hour the blood pressure had reached 110/68 ; improve- 
ment continued, and after another half-hour (during part 
of which time oxygen was also given) the blood pressure 
was 120/80, the facial colour good, and the patient fully 
conscious. Another patient (leg severed through thigh ; 
much laceration), who had lost much blood before and at 
least a pint during operation, became very ill towards the 
end of it. Although a blood drip was running slowly, his 
respirations became rapid (25 a minute) and shallow, and 
his radial and carotid pulses failed, being palpable only 
for short spells, and then grossly irregular. After the end 
of the operation his face and extremities suddenly became 
pale and he sweated profusely; he lay motionless and 
apparently unresponsive, though round from the anaes- 
thetic (pentothal, gas-oxygen-ether). The bottle of blood 
was nearly empty and no more was available ; plasma was 
not obtained until a quarter of an hour. During this time 
oxygen was given by B.L.B. mask without improvement. 
The plasma was then transfused at the rate of one pint in 
twenty minutes. The observer remarks that he expected 
the patient to die, but that in fifteen minutes there was a 
remarkable change: the pulse was regular and of good 
volume, its rate 120 a minute ; the blood pressure was 135/70 
and the respirations 15 ; his mental condition had improved 
greatly, and he conversed normally. 

In most cases improvement is pronounced within a few 
hours of beginning transfusion, being shown by a lessening 
of pallor (sometimes restoration of a good colour) the 
cessation of sweating, a feeling of warmth, and a rise of 
blood pressure to over 100 mm.; slow pulses tend to in- 
crease and rapid ones to fall towards normal rates. in 
some the improvement is dramatic in its rapidity. Ina few 
the response is slow: thus in one instance transfusion of 
two pints of plasma in the early stages raised the systolic 
blood pressure from 50 to 90 mm. but no further, though 
recovery took place later. This case also illustrates that 
one factor slowing improvement is delay in beginning trans- 
fusion. The patient was not admitted to hospital until 
five and a half hours after injury ; transfusion was begun 
seven and a quarter hours after injury. Blood pressure 
was not established at normal levels until some time after 
operation—about thirty-nine hours after injury. 

As a general rule, in the absence of continued bleeding, 
if no material improvement takes place after giving two o1 
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three pints of blood or plasma at an adequate rate, later 
improvement is unlikely. Only 6 patients showed no im- 
provement after amounts varying from two to six Pints, 
and all soon died ;'in 3 failure to respond was associated 
with uncontrollable bleeding ; this factor was not evident 
in the others. i 


(b) Reaction to Transfusion 


A reaction to transfusion is recorded in 15 cases (18%), 
Rigors are noted in 14, but in one case pallor, a feeling 
of coldness, and a temporary rise of blood pressure occurred 
without rigors. We believe from our own experience that 
reactions are even more frequent than is shown. Unless 
the patient is carefully watched reactions may be easily 
overlooked when shivering is slight or absent and the 
only signs are increased pallor, coldness, a diminution jp 
the pulse volume, and a temporary rise of blood pressure, 


(c) Operative Treatment and Anaesthesia 


Eighty-three cases underwent operation ; the time after 
admission at which operation was begun and the duration 
of operation are noted in 68. Operation was begun within 
two hours in 18 cases, four hours in 23, six in 5, twelve 
in 20, and twenty-four hours in the remaining 11. In the 
majority operation lasted an hour or less (49 cases), between 
one and two hours in 15, and between two and three hours 
in 4. Too many factors seem to have influenced these 
times to allow analysis to bring out clearly what we have 
gathered from our own experience-—namely, that the sooner 
operation is begun, after resuscitation in those cases re- 
quiring it, and the more rapidly it is carried out, the better 
for the patient. The danger of delay is illustrated by two 
comparable cases. Both patients were young and healthy 
men with badly smashed legs, and were severely ill on 
admission. They were soon revived by transfusions ; in 
both, double amputation was rapidly carried out by two 
surgeons operating together, transfusion being continued. 
In one case operation was begun within two hours of 
admission, and the patient survived. In the other opera- 
tion was delayed for seventeen hours ; the patient became 
gravely ill during operation, responded poorly to further 
transfusion, and died about eight hours later. 

It has been seen that a considerable proportion of cases 
deteriorate at operation. The data given are too meagre 
for an analysis of the factors involved, but in at least 9 
cases renewed bleeding was the chief. These findings serve 
to emphasize three practical points. The first is the neces- 
sity for carefully watching the patient during operation for 
signs of deterioration: the best indicator is the state of 
the blood pressure. The second is the importance of 
keeping blood loss at operation minimal; and the third, 
the need for continuing transfusion at drip rate during 
operation so that at any time it can be speeded up to 
compensate for further haemorrhage. 

Data on the induction and course of anaesthesia are 
scanty, and in 23 of the 83 cases no note is given of the 
anaesthetic used. The gas-oxygen-ether anaesthetic was 
used in 45, ether in 4, pentothal or evipan in 4, a local 
anaesthetic in 5, and a spinal in 2. We are of the opinion 
that too little attention is paid to this aspect of treatment, 
and from our own experience we urge that the anaes- 
thetic should be administered by a skilled anaesthetist. The 
series affords no material for comparing the efficacy of 
different anaesthetics : from what we have seen the gas- 
oxygen-ether mixture well administered is a safe and satis- 
factory anaesthetic. It is of interest to note that in two 
cases a spinal anaesthetic was given before operation for 
“shock”; in both of them the blood pressure fell further 
and was later restored by transfusion. 
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Phasic Variations in Blood Pressure : Cardiac 
Irregularities 


In passing, attention is drawn to a commonly occurring 
phasic variation in blood pressure, corresponding to the 
* pulsus paradoxus.” The pressure rises with expiration 
and falls with inspiration. The amplitude is often no more 
than 5 to 10 mm. ; but it may greatly exceed this, and in 
one case reached 50 mm. It often becomes apparent 
during anaesthesia, but occurs apart from this. It does 
not seem to be associated with any particular injury or 
with obstructed respiration. Its significance is not under- 
stood, and further observations are required. 

Cardiac irregularities also are not infrequent. Extra- 
systoles are the commonest, but auricular fibrillation and 
pulsus alternans have been met with. These irregularities 
usually pass off as the patient’s condition improves. 


Disturbance of Renal Function 


A feature of interest is a commonly occurring disturbance 
of renal function ; its frequency is unknown, for observa- 
tions have been insufficient. The chief characteristics are 
a delay in passing urine (up to thirty-six hours) and the 
presence of abnormal constituents in the urine for a day 
or two (albumin and red blood cells, less often casts, and 
occasionally sugar). The delay in passing urine is in most 
cases not due to retention, for the bladder does not fill, 
and in some patients who have died without passing urine 
little has been found in the bladder at necropsy. The 
delay may be followed by several days of reduced urinary 
output in spite of plentiful fluid intake, which may be 
succeeded by a period of increased diuresis. In some in- 
stances the blood urea is raised. While in most cases the 
disturbance is relatively slight and transient, in a few it is 
more severe and longer-lasting, and in two cases death 
appears to have been due to renal failure. In neither was 
the renal failure adequately explained at necropsy, though 
in one case fat emboli were discovered in the kidneys. 
Examples of the disturbance are given in the case 
histories quoted under Groups I and IIIA (pp. 294 and 296). 
Whether all these cases fall into one category or whether 
or not the renal disturbance is the same as that occurring 
in the “crush syndrome remains unknown. So far as 
evidence goes the disturbance is not clearly related to age, 
blood pressure, severity of wounds or haemorrhage, or 
transfusion. Further observations are necessary. 


Deaths 


Although most of the cases responded so well to treat- 
ment, yet in a high proportion improvement was only tem- 
porary. The table (p. 293) shows that of the 100 patients 
44 are known to have died: none in Group I; 7 (or one- 
quarter) of Group II: 4 (or just under one-half) in Group 
IITA ; and 15 and 18 (or more than a half) in Groups IIIB 
and IIIC respectively. This probably does not fully repre- 
sent the mortality of the series, for, as the table also shows, 
the after-history is no more than twenty-four hours for 
10 cases, forty-eight hours for 6, and seventy-two hours 
for 2. None of the 5 patients with minor injuries died, 
and only 1 of the 17 with injuries classified as moder- 
ately severe. Of the 41 with severe injuries 14 (34%) died, 
and no fewer than 28 (76%,) of the 37 with internal injuries. 
The majority (27) of the deaths occurred within twenty- 
four hours of admission to hospital, 11 within forty-eight, 
3 within seventy-two, 1 on the fourth day (renal failure), 
the other 2 on the eighth day (one from renal failure and 
one from gas gangrene). Fourteen died without reaching 
operation, 6 died on the table, and 23 died after operation. 
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In 21 instances death can be accounted for more or less 
satisfactorily by the nature of the internal injuries; in 8 
cases details are insufficient from this point of view. Gas 
gangrene accounts for two deaths, renal failure also for 
two ; one is attributed to too deep anaesthesia. Insufficient 
transfusion is probably responsible for one, only one pint 
of plasma having been given though severe haemorrhage 
was likely. In another, death occurred when operation 
had lasted two hours, and in this case also transfusion 
was begun late. 

In the remaining 8 cases death is not readily accounted 
for. They are alike in that all had improved greatly with 
transfusion and all except one underwent operation and 
remained for a time in a more or less satisfactory condition. 
Then unexpectedly these patients deteriorated progressively 
and died. The recorded details of the later course are too 
meagre for further comment in three cases, but in the 
others the description suggests a pulmonary or cerebral 
complication. In one, restlessness, delirium, rising pulse 
and respiration rates, a profound fall of blood pressure, 
cyanosis, and convulsive attacks are described; in two 
others the symptoms were similar though convulsions were 
lacking. A third displayed intense headache, extensor 
plantar reflexes, and coma. Plasma transfusion did not 
improve the state of two, nor did venesection a third ; 
oxygen was tried without avail in several. In none was 
a satisfactory explanation for death found at necropsy. 
Fat emboli were looked for in six cases, and were found 
in the lungs, brain, and kidneys in two and in the lungs 
only in three ; they were not very numerous, and it is doubt- 
ful if death can be rightly attributed to this cause. No 
common feature in their injuries or treatment suggests an 
explanation. More observations are required. It is prob- 
able that such cases are more frequent than the series 
suggests : the final stages are apt to be missed, since they 
occur at a time when the interest in resuscitation has passed. 


Concluding Remarks 


The majority of these cases were regarded on admission 
to hospital as instances of shock. If this is accepted, then 
it is clear that “shock ” is no readily recognizable clinical 
entity. The survey of the cases, we think, bears out our 
impression that the grounds for the diagnosis of “ shock ” 
depend rather on the personal views of the individual 
making it than on definite and well-established criteria. 
In our experience the term is so loosely used in practice 
as not to give an indication of what we should expect to 
see at the bedside ; it does not tell us how ill the patient 
is, what symptoms and signs he displays, or what treat- 
ment he requires. We prefer not to apply this label to 
these cases. We have shown that there is much to be 
learnt of the reaction or reactions to injury, and believe 
it is only by continued observation and analysis that we 
can learn more. Haemorrhage plays an important part, 
but is not the sole factor involved. Many more accurate 
and detailed case records are needed: attention is drawn 
to the “ Memorandum on the Observations required in 
Cases of Wound Shock,” which appears in this issue at 
page 332. 

These observations have taught us much about treat- 
ment. Many of these patients are severely injured and have 
lost much blood ; left untreated, they soon become danger- 
ously ill, if they are not so already. The simple measures 
of rest, warmth, and morphine administration are usually 
insufficient for their recovery, but a transfusion of blood 
or plasma properly given is a most potent means of re- 
storing or maintaining the circulation. 

In assessing the need for transfusion emphasis is placed 
on the severity of the injury and blood loss rather than on 
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blood pressure; nevertheless, the course of the blood 
pressure is the best available indicator of response to treat- 
ment, and its determination should not be omitted. In 
severely wounded cases with evidence of blood loss, trans- 
fusion should be begun without delay, whatever the blood 
pressure. Early transfusion should be given at the rate 
of about one pint in fifteen minutes or half an hour ; later 
transfusions, unless to combat renewed bleeding, more 
slowly—one pint over one or more hours. More rapid 
rates may not be well tolerated ; slower ones may prove 
ineffective. 

The restoration and maintenance of blood pressure to 
about or above 100 mm. is a good indication that an 
adequate amount has been transfused. The response to 
transfusion may be dramatic in its rapidity ; usually it is 
more gradual. Few cases fail to respond: in the absence 
of continued bleeding, lack of improvement after the giving 
of two to three pints of plasma or blood indicates small 
chance of recovery. 


Operation should be carried out as soon as possible after 
the patient is revived. At operation as little as possible 
should be done as quickly as possible, and blood loss must 
be kept minimal. The gas-oxygen-ether mixture is a safe 
and satisfactory anaesthetic ; its administration should be 
in skilled hands. Transfusion ought to be continued during 
operation and the patient carefully watched for signs of 
collapse. 

In the post-operative period the patient still requires to 
be carefully watched for several hours ; transfusion is often 
necessary. Even in patients well restored and safely past 
operation, death may occur unexpectedly within forty-eight 
hours. 

In many cases, owing to the nature of their wounds, 
improvement is but temporary and is followed by deteriora- 
tion and death. Nevertheless, because of the difficulty in 
foretelling the outcome, transfusion should not be withheld, 
no matter how dangerously wounded the patient appears 
to be when he comes under observation. 





MEMORANDUM ON THE OBSERVATIONS 
REQUIRED IN CASES OF WOUND 
SHOCK 


BY 


R. T. GRANT, M.D., F.R.S. 
The Clinical Research Unit, Guy's Hospital 


The following memorandum was prepared for the Medical 
Research Council's Committee on Traumatic Shock and 
issued in February, 1941, to a number of medical officers in 
the London area. The memorandum has proved useful, 
and is now published in the hope that medical officers else- 
where may also help in collecting the required information. 
Case records should be sent to the Secretary, the Committee 
on Traumatic Shock, Medical Research Council, c/o the 
London School of Hygiene, Keppel Street, London, W.C.1. 
A brief account of the observations made so far also appears 
in this and the previous issue (pp. 293 and 329). 


Close observation of air-raid casualties shows that in 
spite of all the work already done, especially in the last 
war, little is known of the nature and treatment of trau- 
matic or wound shock. In the first place there is in prac- 
tice a wide variation in the application of the diagnosis 
of “shock.” Some medical officers apply the label 
“ shocked ™ to any patient, however slightly wounded, who 
seems ill, is perhaps pale, and has a weak pulse. Others 
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restrict it to cases displaying low blood pressure, a rapid 
thready pulse, pallor or cyanosis, a cold and sweating skin, 
shallow and rapid respiration, and often vomiting, rest. 
lessness, a lessened sensibility, and a dulled mental state. 
To the majority the criteria of “shock” are severe injury 
and low blood pressure. It follows that those who apply 
the diagnosis in the first sense see many more cases and 
obtain better results in the treatment of “ shock” than 
those who apply it with more restraint. 

Secondly, the clinical manifestations presented by injured 
patients are varied: some cases of so-called “ shock” 
recover quickly with only rest and warmth, some require 
transfusion, and others die whatever treatment is given, 
It seems likely that there are different types of “ shock,” 
but we have not yet learnt to distinguish them clearly at 
the bedside. Prognosis is often at fault and treatment in 
doubt. Moreover, the lack of a common basis of diag- 
nosis makes it impossible to assess the efficacy of the 
various methods of treatment adopted. 

For these reasons it is better to avoid the diagnosis of 
“shock * and to replace it by an accurate and complete 
record of a patient's state and progress, together with the 
treatment given. It is only by accumulating and analysing 
such records that we can hope to learn if the patients do 
fall into different clinical groups, with differing prognoses 
and requiring different treatments. It is only thus we may 
pave the way for further observation and experiment 
directed towards understanding the mechanism of “ shock ” 
in its various forms. 

The same need for careful observations on “ shocked” 
and wounded soldiers was realized in the last war, and 
much was accomplished by special observers in France 
in spite of difficulties associated with active service abroad. 
Much remains to be done, and the opportunities for obser- 
vation are more favourable now than then. Valuable 
material is passing through our hospitals either unrecorded 
or insufficiently documented. It is important that case 
records should be made on a uniform plan, and the follow- 
ing notes have been compiled for the guidance of medi- 
cal officers who have the opportunity of dealing with air- 
raid casualties and who are willing to undertake such work. 
On page 333 is an example of the type of detailed case 
record desired. 

This work is exacting ; it often requires that an observer 
should remain by one patient almost continuously for 
hours. It follows that only one or at most two cases can 
be satisfactorily dealt with on any single occasion unless 
the medical officer has available helpers on whose obser- 
vations he can rely. A few records fully documented are 
of far greater value than scrappy notes on many cases. 
Observations need not be confined to air-raid casualties: 
they are equally valuable when applied to accident cases or 
surgical emergencies. 


NOTES ON OBSERVATIONS 


A complete record should be kept of all that happens to 
a patient from the time he comes under observation until 
he is out of danger or dies. It is most important that all 
ebservations should be recorded at the time they are made 
and that the times of the observations should be noted. 
These points are often overlooked by unpractised observers, 
and require emphasis. 

An attempt should be made also to find out what hap- 
pened to the patient before he came under observation. 
The circumstances of the injury should be inquired into: 
when the patient was injured ; what he was doing at the 
time ; how near the bomb fell; whether he was buried or 
left exposed ; whether or not blood was lost, and how 
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8.50 


9.00 


9.15 


9.45 
9.55 
10.00 
10.15 


10.20 


10.30 


10.35 


10.40 


10.45 


10.50 


11.00 
11.15 


11.25 
11.30 
11.45 


9/11/40 
a.m, 
12.30 


——— 


Hospital: 
Name: A, B. 


Date and Time of Admission: 8/11/40, 7 p.m. 


Pulse 


9 


140 


128 


120 


122 


120 


124 


124 


128 


144 


132 


128 


B.P. 


70/? 


60-70/? 


70/50 


78/56 


84,56 


92/s 


100,60 


118/79 


140, 70 


130 


134/68 


136/70 
130/90 


134/85 


containing 100% haemoglobin, correct the readings here recorded by subtracting from them ae 


| 


Resp., 


16 


14 


16 








OBSERVATIONS REQUIRED IN WOUND SHOCK CASES 


MEDICAL RESEARCH COUNCIL 


Age: 33 years. 


Observations 


I.M.H. gr. 1/4. 3 c.cm. A.T.S. B.L.B. mask on, 
Said to be ashen pale and sweating profusely. 


Pulse impalpable, rapid breathing, cold 
extremities. 

Piasma, Group O, I pint started. 
Skin colour fair. Warm. Pinhead pupils. 


Mental state clear. 
tolerated well. 

Injuries: Leg off at level of lower right thigh. 
Severely lacerated. Has been cleaned up and 
packed. Nosweating. Exposed hand rather 
cool. Apparently no other injury. 

Pulse (rt. radial) regular, thin volume. No pause 
after expiration; resps. regular. Skin 
colour of face still quite good. Hand not 
particularly cold, but slightly bluish. 

Has had | pint of plasma. Blood, | pint, 
started. Patient sleeping. Rt. arm bandaged 


B.L.B. mask in place-— 


from elbow to wrist to keep warm. Rt. hand 
exposed. 
Respiratory variation of B.P. Hand cold. 


Slight sighing resps. Blood running at about 
3 drops a second. Skin of face paler but 
not bloodless. _—_ Lips appear to be slightly 
cyanosed. Lying quite quiet. Patient feels 
not too bad. Has had hot cradle over lower 
part of body and legs since 8.45 p.m. Rt. 
hand exposed. 

Rt. hand cold. Forehead and cheeks cool. 
Colour of face definitely paier. Blood taken 
from rt.thumb. Squeezing and congestion + 
to get blood drop. Hb 80-82°% (Gowers’s 


_method). Patient quiet and drowsy. 
No respiratory variation of B.P. now. Lips 
pinker. Ears cool to warm. Still quiet. 


Foot of bed raised. Ears’ and lips’ colour 
better. Mental state clear. Patient says his 
back is burning. ; 

Hand not so cool, but coolish—more blood in it. 

Veins visible. Thirsty—sips of milk. 

Exposed hand cool but warmer. Skin of face, 
ears, and lips oe colour. Patient quiet and 
co-operative. Free flow of oxyg i 

_ B.L.B. mask. — 

Exposed hand good colour though still cool. 
Colour of cheeks, lips, and ears still good. 
Pulse thin. Vasoconstriction. 

Has now had | pint of blood. Second pint of 
blood started. O, still bubbling through 
mask. Stump has bled a little but not much. 
Patient asked for pillow under rt. leg. Still 

_ quiet and cool. 

Exposed hand warming. Colour of exposed 
hand good ; also cheeks, ears, and lips a good 
colour. B.P. shows respiratory variation. 

Hb (rt. thumb) 98°,—Gowers’s method. Hb 
(congestion and squeezing +-) was done after 
he had had | pint of plasma, | pint of stored 
blood and 100 c.cm. of new bottle of blood. 

O, now off = 

Slight rhythmical fluctuation of B.P. Resps. 

_ regular and even so far. 

Vomited loz. Face a bitcongested. Forehead 
sweating. Lips not so pink. Quite rational. 
Says he was in house about 6.30 p.m. Bomb 
dropped and house fell on him. Also coal- 
gas escape. 

I think a bit bluer since O, off. Hb on last few 
drops of last bottle of blood done—106% 
approximately. ? a fair sample. Quite 
clear-headed. 

Slightly more fluctuation in B.P. 

Feels good in himself. Pupils still pinhead. 
Hands warmish, good colour. Blood in skin 
veins. Comfortably warm. Calm. Probably 
fit for operation. ; 

Hb 96-100". 


Anaesthetic Started. Pentothal intravenously, 
? how much, followed by gas-oxygen and 
ether ; 80°, O, and not much ether or N,O 
necessary to dope him. Moved into theatre. 
Blood drip not now running very well. Moved 

_ on to table. 

Stump wound (about through knee) cleaned up 
and isolated in sterile towel. Amputation 
through about middle of femur. Well and 
rapidly done. Total operation time about 
30 mins. Tourniquet above operation field : 
On about 20 mins. A fair amount of blood 
loss. I should say at least 14 pints, but this 
may be an over-estimate. 


Operation finished. Stump sewn up. Operated 
on with head lowered and legs raised, and 
blood drip running in badly, partially sub- 
cutaneously. 

Now flat out. Rapid breathing (and shallow). 
Pulse at wrist impalpable except in bursts, 
when gross irregularity of rate and rhythm can 
-? detected. Has been like this for the last 
5 mins. 


1} 
I 








! 
Time ‘Pulse! 
9/1140 
a.m. 
12.30 
(cont.) | | 
| i 
i 
12.45 ? 
| | 
12 50 ° 
| 
1.00 | 120 
1.10 
15 128 
1.30 | 128 
oo 
1.55 | 128 
! 
p.m. 
12.20 120 
} 
| 
' 
} | 
10/11/40 | | 
a.m. 
6.00 80 
10.00 96 
| 11/11/40 
| p.m. 
3.30 
|) 15/11/40 
p.m. 
3.00 | 100 | 
| 
| ; 
16/11/40 | 
j } 
| 
18/11/40 
i 
19/11/40 
21/11/40 |. | 
22/11/40 | 
22/11/40 | 


B.P. 


135/70 


120/70 


125/70 


120/80 


140/85 


150/88 


140/80 


; 


Resp 


25? 


20 
20 


20 


| Blood, 1 pint, started. 
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Sex: Male 
Time of lnjury: 630 p.m. 


Observations 


Suddenly forehead and extremities pale and 
sweating. Doctors present take a grave view. 
Carotid pulses barely palpable and only in 
bursts at wrist. With some delay another 
vein needled. Coming round from anaes- 
thetic. 


Transferred to bed in theatre ; foot of bed 


raised ; bed moved to resuscitation room 
next door to theatre. Hotcradleon. B.L.B. 
mask on. Very ill. Only about 50 c.cm. of 


blood left in transfusion bottle. Plasma is 
being fetched, but very slowly. Transfusion 
rate a slow drip to make blood last ; but if 
drip speeded up he immediately improves, only 
to fall away again when it is slowed. 
Breathing very shallow. Pulse as above. B.P 
unrecordable. Fair colour in skin of forehead 
and lips. Sweating on forehead. Exposed 
extremities cold. 
Breathing very shallow. Extremely ill. Citrate 
and plasma at last ; run in pretty rapidly, 
about | pint in 20 mins. Pulses still as before. 
Lies quiet; does not talk ; appears semi- 
conscious. I went away thinking he would die. 
Miraculous change. Pulse good volume 
Mental state clear and normal. Feels better. 
This pint of plasma finished. 
Pulse regular and no 
Mentally quite normal now 


fluctuation. 
Sips of 


Thirsty. Lips moistened with water. 
water. 

Pulse good volume and regular, with occasional 
poor beats. Forehead moist. Ears and nose 
warm. 

Warm, quite comfortable, not too hot. Skin 
colour good. Entirely rational. Feeling well 
in himself. Resps. deep and even. Pulse 
regular and even. Remarkable recovery. 
Now in good condition. Hb from blood at 
1.45 a.m. =88% (Gowers’s method). Blood: 
about 250 c.cm. of this last 550 c.cm. has now 
gone in. 


Patient feeling quite well—good colour in face ; 
nicely warm ears and hand. (B.P. a bit high.) 
Has had a good sleep. Has been taking fluid 
(water), but brought some up again. Fluid 
intake about 2 pints + ; 1 pint output by 
vomiting after 2 cups of tea. Passed water 
about 12, not in excess quantity. Did not feel 
he wanted to pass any water. Mental state 
normal. Pulse quite regular and good volume. 
Patient still a bit thirsty. Hb 83-87%, taken 
from rt. thumb. Easy flow. 

Previous History : Always been very fit. Weight 
about 12 stone. Height 6 ft. 2 in. 


Temp. 97-6° F. 
Temp. 100-2° F. 


General condition good. For last 2 days pulse 
average 96-106. Temp swinging 98 

100-6° F. Mental condition fine. Having 
sulphapyridine, which gives him a headache 
and makes him feel sick. B.P. 150/88 three 


times. ? excitement. Skin hot. Lips and 
skin a little pale. Pulse good volume. Hb 
taken --84%. Thumb blood easily obtained. 


Pulse good volume, regular. Mentally normal. 


Since Monday, 11/11/40 : 
Average temp. 98 -4°—100° F. swinging. 


o pulse 98-104, 
at resp. 20. 
Sulphapyridine stopped 12/11/40, Had 2. 


pints of blood, Group O, on 13/11/40. On 
15/11/40 Hb was 90%. 

Evening. Fairly sudden onset of pain in chest. 
Got worse, and limited inspiration. Doctor 
thought he could detect signs of pleurisy. No 


cough. No sputum ; slight haemoptysis 
Temp. persisted about 100°-101° F. Pulse 
went up from 100 ay. to 110-120. Given 


sulphapyridine and sulphathiazole in large 
doses. 
Seen at 3 p.m. 
thiazole instead of sulphapyridine. 
pain. Still no cough or sputum. 
think probably an infarct. 
One small haemoptysis. No cough. No sputum. 
Pulse 116-120. Temp. 101°-102° F. 
Temp. 99°-100°4° F. Pulse av. 100. 
Recommencing of pleuritic pain in his opposite 
side (rt.). Mildattack. Respirations normal. 
Pulse normal. General condition good. 
Radiograph ? small opacity just above left 
diaphragm. 


Feels better, but now on sulpha- 
Still some 
I should 


Note.—To i -adings of _G ; a . , AGF . : "pin 
bring the readings of the Gowers haemoglobinometer used to a “normal” standard in which the blood of average healthy men is represented as 
~w 


, where R is the given reading. 
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much ; what treatment he was given. The amount and 
time of administration of morphine or other drug should 
be noted, as also the time of application of a tourniquet. 
It may be impossible to get this information from the 
patient, but it can often be obtained sooner or later from 
other witnesses. The injuries observed on admission and 
later, including radiographic and operation findings, should 
be fully described. 

The general condition of the patient should be noted. 
State, for example, if he is mentally clear, apathetic, 
drowsy, comatose, talkative, delirious ; what his memory 
is for events up to and since the time of injury (concussion) ; 
whether he is frightened or calm ; if he is in pain ; whether 
the eyes are sunken and closed, or staring; what is the 
state of the pupils. Some patients are deafened by the 
explosion ; even in the absence of deafness it is advisable 
to examine the ear drums for rupture (blast). The general 
build and nutrition should also be noted—for example, 
whether the patient is short and fat, tall and thin. 


Loss of Fluid 


A close watch should be kept on loss of fluid from the 
body by haemorrhage, sweating, vomiting, and the passage 
of urine and faeces. When possible the amounts lost in 
this way should be measured. Thirst and nausea should 
also be noted. An attempt should be made to estimate 
fluid lost from the circulation into the tissues—for example, 
when blistering is extensive or when the limbs become 
swollen. In the:latter case the swelling of the limbs may 
be estimated by measuring their girth or by noting dis- 
placement when immersed in water. 

Haemorrhage.—lt is difficult and often impossible to 
estimate how much blood has been shed. The colour of 
the skin and mucous membranes is of little value, as they 
may be rendered pale by local vasoconstriction or by drain- 
age of blood to other parts of the body. The usual methods 
of estimating circulating blood volume (dye or carbon 
monoxide methods) are not readily applicable to severely 
injured patients. An indication may be got, for example, 
from the state of the dressings, by measuring the amount 
of blood lost at operation, by soaking dressings, etc., in 
water and subsequently noting the volume of water and 
estimating its haemoglobin content. Some indication also 
may be obtained from the state of the blood. Thus the 
estimation of the haemoglobin and the red cell number or 
volume (haematocrit) before and after the administration 
of plasma may give an approximate idea of the circulating 
blood volume. A single estimation of the haemoglobin 
content of the blood is of little or no value for showing 
the amount of blood lost from the circulation ; of greater 
value is a series of readings which may reveal a progressive 
dilution or concentration of the circulating blood. In this 
connexion it is important to note the method used for 
estimating haemoglobin, the site from which the blood 
sample is drawn, if much squeezing or venous congestion is 
required to obtain a flow of blood, and if the finger or ear 
is cold. It is said by some that a concentration of the 
blood is an early and valuable sign of “shock”; on the 
other hand, others say that many cases regarded as 
“ shocked ” show no evidence of blood concentration, while 
some claim that concentrated blood may be found in the 
cold extremities of normal subjects. 

Sweating.—The amount of fluid lost from the body by 
sweating may be considerable. Its outbreak, degree, and 
cessation should be noted. Sweating may be associated 
with a pale skin as in “shock”; associated with a hot 
flushed skin it may indicate that the patient is being over- 
heated. 
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Thirst, Nausea, and Vomiting.—Thirst should be noted : 
it is often severe, especially when dust has been inhaled. 
Nausea and vomiting are frequent; the amount and 
character of the vomit should be noted. Undigested food 
may be vomited hours after injury. Nausea and vomiting 
may be associated with either a rise or a fall of pulse rate 
and blood pressure. 

Urine and Faeces.—The passage of these should be noted. 
Many patients do not pass urine until fifteen to thirty hours 
or more after injury, and the urine then and for a time 
subsequently often contains albumin, blood, and casts. 
The anuria does not seem to be necessarily associated with 
low blood pressure or severe injury ; further observations 
are required. When facilities are available other urinary 
investigations should be undertaken. For instance, estj- 
mations of blood urea are of interest. 

Observations on the state of the circulation are regarded 
as of chief importance in the condition of “shock,” and 
much information may be gathered from observations on 
the blood pressure, pulse rate, and skin colour and 
temperature. 


Blood Pressure 


Blood pressure is regarded at the moment as one of the 
most important guides to the patient’s state and progress ; 
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Diagram of apparatus used in taking serial blood-pressure 
readings. 


serial readings are essential. The frequency of readings 
depends on circumstances : they may be required every five, 
ten, or fifteen minutes in the early stages, or at hourly or 
longer intervals in the later stages. A respiratory variation 
in blood pressure is often present, the pressure rising with 
expiration and falling with inspiration. 
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For serial readings it is of great help to use a modifica- 
ion (see diagram) of the auscultatory method usually 
employed. A flat stethoscope diaphragm D having the exit 
ube bent parallel to the diaphragm is incorporated in the 
inner and lower edge of the sphygmomanometer cuff C. 
An aluminium strip A (1/32” x 3/8” x 4”), suitably bent 
and stitched to the cuff and exit tube of the diaphragm, 
holds the latter in position on the cuff. If the rubber bag 
R comes close up to the end of the cuff it is necessary to 
add another piece of cloth to accommodate the diaphragm. 
A rubber tube B, 6 inches long, is attached at one end to 
the diaphragm and at its other bears the female part of a 
male-and-female metal junction. The male part of the 
junction is inserted into a rubber tube E, 18 inches long ; 
at the other end of this tube a metal Y-piece receives the 
two rubber tubes of a binaural stethoscope. The rubber 
ube F of the sphygmomanometer cuff is cut to 6 inches 
in length and bears the male part of another male-and- 
female metal junction. (The second tube from the cuff, if 
present, is cut short and sealed, not being required.) A 
rubber tube G, 18 inches long, bears the female part of 
the metal junction at one end: at the other it connects 
through a metal Y-piece with the manometer and pressure 
bulb. The diaphragm is placed and held over the brachial 
artery above the elbow, while the cuff is applied in the 
usual manner and fixed by a buckle. The stethoscope and 
manometer are connected by the rubber tubes. Readings 
may then be taken no matter what the position of the 
patient's arm. This method avoids the necessity for dis- 
turbing the patient by repeatedly exposing an arm, and 
readings may be made even during sleep. It is more con- 
venient to use an aneroid than a mercurial manometer, 
particularly when blood-pressure observations are made in 
the operating theatre, thus avoiding the necessity for a stand 
for the manometer in a space already sufficiently occupied 
by surgical staff and instruments. The length of tubing 
allows the observer to stand at some distance from the 
patient. With this modification, also, the pulse rate 
may be counted by inflating the cuff till the pulse becomes 
audible and maintaining the pressure for the quarter- 
minute or half-minute necessary. . 

It is of advantage to have several cuffs, with the dia- 
phragm incorporated, so that observations can be made on 
more than one patient, leaving the cuffs on the arm and 
disconnecting stethoscope and manometer at the junctions. 


Pulse 


In addition to the rate, the rhythm and quality should be 
noted. Irregularities in force and rhythm are often encoun- 
tered as transient phenomena in air-raid casualties. Alterna- 
tion, sinus arrhythmia, extrasystoles, and fibrillation have 
all been met with. Where a portable electrocardiograph is 
available records would be of interest. A point which has 
been noted is that though in some instances the radial pulse 
ishardly palpable the blood pressure may be within normal 
limits or be raised. The observations on pulse and blood 
pressure are important because they are used as a basis for 
judging the patient's progress. It is said by some that a 
rising pulse rate indicates improvement, and by others, on 
the contrary, that it indicates deterioration. Both may be 
true, depending on the circumstances. A rise of pulse:rate 
and a fall of blood pressure may indicate that a cold patient 
is becoming warm or that haemorrhage is taking place. It 
is to be remembered that 1/100 grain of atropine may con- 
siderably increase the pulse rate. 


Skin Colour and Temperature 


lt is important to observe closely the phenomena dis- 
played by the skin, and how these change with the passage 
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of time. Note the colour of the skin, whether it is pale or 
flushed, and whether the tint is a normal.pink or is cyanotic. 
It is to be remembered that cyanosis is not easily recog- 
nized in artificial light, especially if this is dim. For the 
observation of colour it is of advantage to carry a torch 
giving a white light. It is to be remembered also that pallor 
or greyness of the face may be due only to a coating of 
plaster dust, the pale tint being enhanced by smears of 
blood on the face. 

Skin temperature is particularly useful in assessing the 
state of the peripheral circulation: a cold skin indicates 
poor, a warm skin good, peripheral circulation. It is not 
necessary to estimate skin temperature by a thermometer ; 
it is sufficient to record whether the skin feels cold, cool, 
warm, or hot to the observer’s hand. The observer's hand 
should be warm. Note where the skin temperature is 
taken, because it is only in the hands and feet, nose and 
ears, that skin temperature is a good index of the skin blood- 
flow. On the trunk, forehead, and muscular parts of the 
limbs the skin is warmed mainly by underlying structures, 
and skin temperature may be high although skin circula- 
tion is at a standstill. The extremity of which the skin 
temperature is noted should be exposed to room air : a hand 
withdrawn from under a heated cradle may be warm with- 
out the warmth indicating a good peripheral blood-flow. 
The nose, or the hand of an arm exposed for transfusion, 
is a convenient site for watching changes in skin tempera- 
ture. It will be found, for example, that low blood pressure 
is usually accompanied by pallor and coldness of the skin : 
as the blood pressure rises the skin becomes pinker and 
warmer. In certain instances, however, the exposed hand 
may remain warm although blood pressure falls. The 
onset of a rigor is often preceded or accompanied by the 
appearance of pallor and a drop in skin temperature. It is 
to be remembered that evaporation of sweat cools the skin 
surface. 

Body Temperature and Respirations 

Estimations of temperature in the mouth or axilla are 
very liable to error, and it is best to note rectal temperature. 
Remember that a patient may be thoroughly chilled by 
exposure and may require prolonged heating to become 
comfortably warm, although his body temperature may 
have been but little or not at all lowered. Rectal tempera- 
ture is the best guide to blood temperature. 

In addition to rate of respirations, the depth, regularity, 
etc., should be noted. Cheyne-Stokes respiration should be 
looked for. Attention should be paid to the development 
of abnormal signs in the chest (collapse, oedema). 


Handling the Patient 


Details of the handling of the patient should be recorded. 
Notes should be kept, for example, of when the patient is 
undressed (whether or not the clothes are cut off), moved 
from stretcher to bed, taken to the theatre, and examined 
surgically. The method of warming by cradle or electric 
blanket should be recorded, also the time of application 
and of the withdrawal of heat. Note, too, when the end 
of the bed is raised and how much, and when it is lowered. 
The effect of handling should be observed—whether or 
not blood pressure or pulse alters, or pallor or sweating 
develops. 

There is considerable difference of opinion on how best 
to handle patients. For example, in some hospitals it is 
the general rule, as soon as possible after admission, to 
transfer the patient from stretcher to bed, to undress him, 
cutting the clothes off if necessary, to examine him com- 
pletely, and then allow him to rest while being warmed. 
At other hospitals it is the custom not to undress the injured 
patient until he is in the operating theatre and under the 
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influence of an anaesthetic. Data are wanting by which 
the relative value of the different methods of handling a 
patient can be assessed. 
Treatment 
In addition to such points as have already been men- 
tioned note should be kept of all drugs given, the dose 


and time being recorded—for example, A.T.S., morphine, 


atropine, oxygen, sulphanilamide. A record should be kept 
of all fluids administered, whether by mouth, rectum, or 
vein. When blood or plasma is given the rate of trans- 
fusion should be noted. Any difficulty in entering a vein 
with a needle or cannula or of getting the fluid to enter 
the vein should be recorded. Note the temperature of the 
fluid administered: rigors may follow the intravenous ad- 
ministration of cold fluids. It is of value to note whether 
varying the rate of transfusion appreciably alters the 
patient’s state. It has been found, for example, in some 
cases that blood pressure falls when the rate of transfusion 
is reduced ; in others that nausea, restlessness, and respira- 
tory distress accompany speeding of the transfusion. 

Operative treatment, the anaesthetic employed, and the 
progress of the patient while he is in the operating theatre 
and subsequently, all require description. An attempt, too, 
should be made to follow the progress of the patient if he is 
transferred to another hospital. In the event of death the 
manner of death should be recorded and every effort be 
made to obtain a post-mortem examination. Fat emboli 
should be looked for. 

It is of value also if during the course of the case and 
at the end the observer gives his general impressions. 
For example, he may state that judging by the rise of blood 
pressure the patient now seems fit for operation ; that the 
case appears to be one mainly of loss of blood ; that he is 
surprised at the turn events have taken. In this way he 
is led to learn from his observations and to look for 
further evidence in future cases to support or correct his 
impressions. 
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Sulphonamide in the Treatment of 
Corneal Ulcer 


Sulphonamides have in recent months been used locally in various 
surgical and skin conditions. The suggestion arose to try this 
method in serpiginous ulcers of the cornea, and since October, 
1940, we have treated these cases with prontosil applications. 
The following preparation was used: 


Prontosil soluble 5%... ar i «. 2 CEM. 
Parallin. molle.. Ha be ina ad 1 oz. 


It was inserted into the conjunctival sac twice daily for pro- 
longed periods. No other disinfectant was used. 

In judging the results of any treatment of serpiginous ulcer it 
has to be borne in mind that we are dealing with a disease which 
has to be attacked from several sides, since almost always there 
are complications, with their special features and dangers, which 
may influence the course of the disease.  Iritis, invariably 
present, has to be held in check by mydriatics and by the applica- 
tion of heat ; increased ocular tension often necessitates surgical 
intervention in the form of paracentesis ; a diseased lacrimal 
sac has to be excised. 

In any given case it is difficult to say to which of the various 
factors of treatment success or failure has been due ; and it will 
be understood, since prontosil replaces only one of the weapons 
used, that a conclusion as to its efficiency can be arrived at only 
by comparing a series of cases in which it has been used with a 
corresponding series in which other anti-bacterial agents have 
heen employed 


OBSERVATIONS REQUIRED IN WOUND SHOCK CASES 


Britisu 
MEDICAL JouRNay 


COMPARISON OF RESULTS 


Two series of cases are considered: (1) the prontosil series 
comprising all patients so treated who have been discharged 
from hospital two weeks or more ; and (2) the “ previous ” series 
consisting of the first 20 cases of serpiginous ulcer treated in 
1940, in which either argyrol or mercurochrome had been used. 
The latter series contains a number of cases in which the 
cautery had been employed, when the ulcer could not be pre. 
vented from spreading. No form of cautery, chemical or heat, 
has been used in the prontosil series, but in 9 cases treatment was 
supplemented by local irradiation with ultra-violet light (Duke- 
Elder’s mercury vapour lamp). This subsidiary treatment was 
chosen for two reasons: (1) In cases in which the ulcer did not 
come to an early standstill it did not seem justifiable to resort to 
an experimental drug only. (2) On theoretical grounds loca] 
irradiation appeared well fitted to supplement the bacteriostatic 
action of the drug. Since ultra-violet light acts more in the 
nature of stimulating the tissue to anti-bacterial activity than 
as a direct bactericide, it only partly overlaps the effect of 
prontosil. 

The table shows that the results of treatment with prontosil, as 
judged by the visual acuity remaining when the ulcer had healed, 
compare favourably with those of the orthodox treatment. The 
most striking feature of the prontosil series was the transparency 
of the resulting scar of the cornea, even in many cases in which 
the infiltration had gone very deep into the corneal tissue. Per- 
haps this was mainly due to the fact that the cautery was never 








Visual Acuity of Affected Eye on Last Visit to Prontosil Previous 
Out-patient Dept., with Refraction Corrected | Series Series 
6/6 or better 6 1 
6/6 to 6/18 7 ~ 
6/18 to 6/60 5 3 
Less than 6/60 2 6 
Eye lost 0 2 


required to arrest the spread of the ulcer. The rapidity of healing 
was the same in the two series, the average period of in-patient 
treatment being 10} days in each. 

Summing up we would say that the results of treatment of 
serpiginous ulcer of the cornea by the application of prontosil 
ointment are encouraging, especially when used in conjunction 
with local ultra-violet light. It might prove a valuable addition 
to our therapeutic weapons against this dangerous affection of 
ihe eye. 

We would like to express our thanks to Mr. Alexander MacRae 
for allowing us to treat these cases and for his encouragement and 


advice. 
A. Puivipp, L.R.C.P.&S.Ed., D.O.M.S. 
K. W. Stuart, M.B., B.S., 


House-surgeons, Newcastle-upon-Tyne Eye Hospital 


Renal Complications of Sulphapyridine 


After reading the article by Mr. Leedham-Green (Journal, 1941, 
1, 586) I am prompted to record the following case. 


CASE REPORI 


The patient, a boy aged 5, had had three attacks of tonsillitis 
during last winter. Two of these were followed by mild otitis 
media, the first attack being treated with sulphanilamide. The 
second attack occurred a week after the tonsillitis, and as there 
was considerable injection of the malleus region of the ear-drum, 
with a temperature of 101°, I decided to give sulphapyridine. He 
had an initial dose of 1 gramme in the morning. About four 
hours later he began to vomit, and vomited several times during 
the afternoon. He refused to take fluids on account of the 
vomiting which they almost immediately initiated. He passed 
no urine from about midday until evening, when a_ small 
quantity was voided ; this was not measured and was not seen 
by me. That evening he seemed better, but as the temperature 
was 99.6° another 0.5 gramme of sulphapyridine was given, also 
a small drink of water—all he would take. 

The next morning he complained of abdominal pain centred 
round the umbilicus and spreading laterally towards the flanks. 
He vomited about 6.30 a.m. and again shortly afterwards, and 
voided a small quantity of thick cloudy urine, which was not 
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aved for me to see. | examined him about 8 a.m. for the 
abdominal pain, and thought it was probably colic, as he had 
had no bowel action the previous day. His ear-drum looked 
petter and his temperature was normal. He was given an enema 
with a good result, but so far as could be ascertained he passed 
no urine. The enema relieved his pain, and he seemed better. 
He had had an appendicectomy at the age of 12 months, so 
appendicitis was ruled out. Nothing of note could be felt in 
his abdomen, and no loin tenderness was observed. 

At 2 p.m., after voiding no urine since 6.30 a.m., he passed 
about half a pint of very heavily blood-contaminated urine, 
almost pure dark blood ; I saw this, but through a misunder- 
standing it was thrown away. About an hour later he voided 
6 oz. of urine ; this was very much better, but it still contained 
obvious macroscopic blood. Laboratory examination showed 
red blood cells only ; no casts or crystals were noted. About 
5 p.m. I catheterized him. Macroscopically the specimen con- 
tained only faint blood ; microscopically red blood cells were 
seen, but no casts, and a culture was sterile. He had been 
drinking well all day, had had no pain since early morning, and 
his temperature was normal. He continued voiding urine with 
progressively less blood, and the last night specimen, about 
10 p.m., was only very faintly hazy. 

The next morning his urine was crystal clear and chemically 
contained no albumin. For the rest of the week it remained 
the same, fluids being forced, but no more specimens were 
microscopically examined. Beyond looking rather pale for a 
week, during which time he was kept at rest, he has remained 
perfectly well, and a subsequent radiograph (plain abdominal) 
revealed no opaque calculus in the whole renal tract. 

The diagnosis seemed initially to rest between sulphapyridine 
haematuria, acute haemorrhagic nephritis, and renal or vesical 
calculus. The sudden onset of haematuria, with abrupt clear- 
ance of the urine within twenty-four hours, and the complete 
absence of casts made nephritis very unlikely. No opaque 
calculus was seen radiographically, and he had never had any 
symptoms of calculus. 

COMMENTARY 


The interesting feature is the onset of haematuria after 1.5 
grammes of sulphapyridine. This I am inclined to think was 
caused by the dehydration produced by vomiting and the in- 
ability to take fluids. Tsao er al. (1939) pointed out that the 
dosage does not seem to be an important factor. Their lowest 
dosage totalled 3.5 grammes in a child of 11 years. All that 
is necessary in a mild case such as the above is the withholding 
of sulphapyridine and the forcing of fluids to dissolve the con- 
cretions, which are composed of acetyl-sulphapyridine, and 
which are readily soluble in water. In severe cases of anuria, 
with complete ureteric obstruction caused by concretions which 
lodge mainly in the ureteric orifices of the bladder—that is, 
cases of calculous anuria, the calculi being composed of acetyl- 
sulphapyridine—the treatment has been to insert ureteric 
catheters up to the kidney pelves and actually to lavage the 
pelves and ureters with sterile water or saline until the con- 
cretions have dissolved. 

Carroll et al. (1940) and Sadusk et al. (1940) reported two 
such cases that were cured by this means, although one patient 
died later from the cerebral injury for which he was given 
sulphapyridine. The pyelograms which they publish tend to 
show that it is not the ureteric orifices alone which are affected, 
but that the whole collecting apparatus—calices, pelves, and 
ureters—is full of concretions, which cause a very poorly defined 
radiograph of the renal pelves, etc., after injection of the pyelo- 
graphic media through the catheters. Following lavage for half 
an hour or more a clear picture is obtained, and the urine, which 
after insertion of the catheters emerges very scantily and heavily 
blood-stained, quickly clears and appears almost normal in 
colour. It also drips rapidly from the catheter. Hence it seems 
necessary not only to insert catheters up to the renal pelves, as 
Was originally suggested by Tsao er al., and mentioned by 
Leedham-Green, but, in addition, to wash away these soluble 
concretions by repeated lavage. 

Acton, H. G. Letcuer, M.B., F.R.C.S. 
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WARTIME FEEDING 


Food Values in War-Time. By Violet G. Plimmer. (Pp. 80. 

Is. net.) London, New York, Toronto: Longmans, Green 

and Co. 1941. 
Mrs. Plimmer has turned her wide knowledge of food and 
diets towards the solution of the difficulties of wartime 
feeding. Our information on food values is far greater 
to-day than it was during the last war, and if only we were 
intelligent enough to accept and apply the recommenda- 
tions made by the people who know about these things 
we should be in a better physical condition at the end of 
the war than we were before it. Unfortunately many 
people look upon these recommendations as merely war 
measures, and will return to their previous diets as soon 
as possible. Mrs. Plimmer’s book seeks to explain these 
recommendations and does so clearly and forcibly. We 
are left in no doubt as to why wholemeal and even the 
national wheatmeal bread are better than white bread. It 
is deplorable that such a large proportion of the public 
refuses to give up white bread that the Government has 
to help that part of the public in spite of itself. Vitamin 
B, and extra calcium will be put into white flour, but this 
cannot make it equal to wholemeal, which contains in 
addition vitamins B., A, and E, essential minerals, and 
better proteins. Mrs. Plimmer’s plea throughout her book 
is for whole foods, which may be ground as finely as one 
may wish, but nothing must be taken from them. No addi- 
tion of vitamin concentrates (least of all the pure or nearly 
pure ones) can make up for what is taken away in certain 
processes of manufacture, for we do not yet know every 
constituent of the parts removed, and some of them may 
be at least as important as those we know. Only one 
sentence in this book would we change. For “ What the 
civilian loses in protein he gains in vitamins and minerals 
(p. 39) we would substitute, “ The civilian loses in protein 
but gains in vitamins and minerals,” and on page 68 the 
word “ variable * should come after the vitamin D content 
of butter, not of margarine, for the vitamin D content of all 
margarine nowadays is far more constant than that of 
butter. 

The whole book is most readable and instructive, and 
concludes with some valuable tables of amounts of various 
foods which on the average will supply the necessary daily 
amounts of each of the vitamins. It is worthy of a better 
binding, but that would have made it more expensive and 
probably therefore have restricted its distribution. 


SURGICAL ASPECTS OF HEART DISEASE 
Surgery of the Heart. By E. S. J. King, M.D., M.S., D.Sc., 
F.R.CS., F.R.A.C.S., Major A.A.M.C. (Pp. 728 ; illustrated. 
50s. net.) London: Edward Arnold and Co. 1941. 

Books and journals devoted to the study of heart diseases 
from the medical point of view are abundant, but those 
dealing with the same subject from the surgical aspect are 
few and far between. For this reason Surgery of the Heart, 
by E. S. J. King of Melbourne, is a notable monograph. 
Its matter consists of an expansion of the Jacksonian Essay 
submitted to the Royal College of Surgeons of England 
in 1938. In the preface the author explains that the con- 
tents include observations made on pathological material 
collected over a period of several years, experimental work 
carried out during the last four years, and clinical cases, 
some of which were treated a number of years ago but the 
majority being relatively recent. Study of the book reveals 
that a more descriptive title would have been, “ Diseases 
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of the Heart from the Surgical Aspect,” for here is as com- 
plete an account of the development, anatomy, histology, 


physiology, and pathology of the organ as is to be found 
in any purely medical treatise of corresponding size. In 
addition the chapters on the examination of the heart in- 
clude extensive accounts of orthodiagraphy, teleroentgeno- 
graphy, kymography, tomography, and electrocardiography. 
It is perhaps rather unfortunate that the same word “ kymo- 
graphy ™ is used to describe both the new method of x rays 
through a moving multiple slit grid, and also the ordinary 
physiological pressure curves in the blood vessels. Possibly, 
in view of its derivation, the term would be best applied 
to the “comb ™-like tracings made on the x-ray film ; but, 
on the other hand, custom has for long accepted the 
common physiological usage. To find, however, two 
utterly dissimilar illustrations both described as kymograms 
within a few pages is certainly distracting. 

In the section on coronary occlusion we were surprised 
to find so little description of the actual technique of the 
various Operative procedures attempted for its relief. Had 
this been a medical instead of a surgical treatise we should 
still have expected a rather fuller account of the surgical 
details. Cardio-omentopexy, for instance, introduced by 
Beck and elaborated by O'Shaughnessy, is mentioned, but 
the surgeon must look elsewhere for any guide as to the 
performance of the operation. Even the author's own 
method of introducing bone dust into the pericardium, to 
induce adhesion formation and so reinforce the failing 
blood supply to the heart wall, is given but a scanty 
description, though an illustration of an injected specimen 
six months after this operation conveys an impressive 
picture of the degree of collateral circulation thus produced 
in the myocardium. We agree, of course, that it would be 
a mistake to overload a book of this kind with operative 
detail, and acknowledge that “ surgery ~ is a much bigger 
thing than the mere performance of operations, yet at the 
same time the essence of surgery is technique. In a book 
as generally excellent as this monograph and with such a 
title it might have been advisable to devote more space 
to this aspect. 

At the end of each chapter there is an exemplary biblio- 
graphy which we believe records every significant article 
that has been written on the particular subject. This alone 
indicates a very great labour, for which many will be grate- 
ful to the author. Despite certain criticisms, therefore, 
which are not meant to be destructive (for we hope the 
book will reach further editions in which its general scheme 
can be modified), Surgery of the Heart is likely to become 
the standard book on the subject. It is one which every 
surgeon aspiring to cardiac work should study, for not only 
will he find it very informative but it will also help him to 
careful judgment by its sanity of outlook. 


FAITH HEALING 


Priest or Physician? By George Godwin. No. 10 of the 
al Forum. (Pp. 44. 6d.) London: Watts and Co. 
To-day it would be impossible for the publication of Mrs. 
Humphry Ward’s Robert Elsmere, with its Arnoldian 
dictum “ Miracles do not happen,” to arouse the furore it 
did in the “eighties. On the one hand Christianity is no 
longer regarded as rooted in miracles, and on the other 
there is now a much better comprehension of the inter- 
action of mind and body. Any argument in favour of 
the “miraculous,” so far as it is not based on mere 
obscurantism, comes from a different quarter: the philo- 
sophic criticism of causality and recognition of the fact that 
Nature is not nearly so tidy as the human mind would like 
her to be. Yet there remains substance in Hume's observa- 
tion that “it is contrary to experience that a miracle be 
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true, but not contrary to experience that testimony should 
be false.” To which Sir R. Burton added the pertinen; 
rider that if Hume had lived in the East he would haye 
come across so many miracles that he would have been 
even more incredulous! 

In this pamphlet the author briefly surveys various stories 
of miraculous healing through the ages, and concludes 
that faith-healing cults arise from an instinctive reaction to 
psychological laws without any similar understanding of 
the laws themselves. Every faith cure is amenable to q 
rational explanation. The most modern technique of the 
healing art is really a scientific growth out of the old art of 
faith healing: suggestion, catharsis, the analysis of dreams. 
etc. Psychotherapy is in fact the oldest form of healing we 
know, whether it be applied without knowledge of under. 
lying principles by priests in temples or by men groping 
on the edge of that vast uncharted realm, the unconscious 
mind. 

We would present the author with an argument he does 
not use. Even organic ills have a penumbra of functional 
symptoms ; disuse breeds incapacity, which can be greatly 
alleviated by psychotherapy whereby the lame and palsied 
can be made to walk again. It is to be hoped that this 
little book will be widely read, for there is still much 
opposition to be encountered. 


PRINCIPLES OF PHYSIOLOGY 


Starling’s Principles of Human Physiology. Edited and revised 

by C. Lovatt Evans, D.Sc., F.R.C.P., &.R.S. Eighth edition. 

(Pp. 1,247 ; illustrated. 32s. net.) London: J. and A. Churchill, 

Ltd. 1941. 

Starling’s Physiology was first published in 1912, and since 
then has passed through seven editions. It has been trans- 
lated into Spanish, a language of increasing importance in 
the modern world. ‘Those who were brought up on Starling 
will have a warm feeling of satisfaction in knowing that 
their old favourite is still upon the stage, acting its part, 
indeed, with renewed vigour. The eighth edition, recently 
issued, is the fourth that has been prepared by Prof. 
C. Lovatt Evans, Starling’s successor in the Jodrell Chair 
of Physiology at University College, London. In his 
preface he states that the quick change of events in the 
world of physiology and the vast accumulation of published 
matter have inevitably made it impossible to keep “ that 
ample and leisurely atmosphere which was so attractive a 
feature of the earlier editions.” In these hard-pressed 
times, when technology reigns supreme and human beings 
seem to be doing their best to earn the appellation of 
Yahoos, we may share Prof. Lovatt Evans's implied regret 
for the days of leisure in which the broad idea and the wide 
generalization found easy expression. We live in a‘period 
in which the material world is being analysed with a bold- 
ness and vigour that bring us unexampled power over 
Nature. What a distance, for example, physiology has 
gone since Wohler synthesized urea in 1828! The synthesis 
of vitamins and hormones is now taken as a matter ol 
course. These are startling new achievements, but the 
fundamental discovery that an organic substance can be 
synthesized without the intervention of a vital process was 
made over a hundred years ago. Most of the modern 
advances that have been made might best be described as 
tactical. The broad strategy was laid down by the pioneers, 
of whom Starling was one. 

Prof. Lovatt Evans has faced the problem squarely and 
done his task of revision with admirable skill. The section 
on the central nervous system has been entirely rewritten, 
the part dealing with reproduction has been extensively 
altered, and much new matter has been included in the 
sections on the endocrines and on the vitamins. Prof. 
H. Hartridge has revised the section on the special senses. 
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in spite of much pruning and rearrangement the text has 
heen increased by 139 pages over the last edition, and there 
are 118 new figures. The publishers are to be congratulated 
on the way they have helped the reader by the use of 
headings and an easily legible type, and upon the excellent 
reproduction of the illustrations in line and half-tone. That 
such a volume should be published in the second year of 
the war is a high tribute to both editor and publishers. 








Notes on Books 


The Vovege of the Cap Pilar, by ADRIAN SELIGMAN (Hodder 
and Stoughton, 2s. 6d.) is in no sense a medical book, but it will 
appeal to many doctors. Those who love the sea, admire the 
spirit of adventure, and those who were fortunate enough to take 
part in the “ Round the World ” tour of the B.M.A. in 1935 will 
enjoy the book. To most of us there is an ample spirit of 
adventure in embarking on the sea of matrimony. Add to this 
the purchase of a sailing ship of 259 gross tonnage with the 
decision to take a honeymoon of two years’ sailing round the 
world with a crew of amateurs, and the reader will have a good 
idea of the contents of this book. It is clear from the outset 
that the gods look with favour on this revival of the Elizabethan 
spirit of adventure. There is a remarkable absence of record of 
illness and accident, and the party arrived safely home in the 
third week of September, 1939. We miss the beautiful photo- 
graphs of the original issue. 


A Laboratory Manual of Physiological Chemistry (4th 
edition), by Prof. D. WriGHr Witson of the University of 
Pennsylvania, is a manual designed for use in medical, dental. 
and veterinary courses. The volume of 298 pages describes a 
very extensive series of laboratory exercises in the subject. It is 
published in this country at 14s. by Bailli¢re, Tindall and Cox. 


Prof. T. W. M. CAMERON'S textbook, The Parasites of Man in 
Temperate Climates, was favourably reviewed in these columns 
on May 10 (p. 711). The publishers in this country are the 
Oxford University Press, and the English price is 18s. 6d. 


A Texthook of Physiology, by WiLL1aAM D. ZoeTHouT, Ph.D.. 
and W. W. Tutte, Ph.D., has now reached its seventh edition 
(London, Henry Kimpton, 22s. 6d.). This work is intended to 
fill the gap between the larger textbooks and books of a quite 
elementary character, and to be used by students with from 50 
to 150 hours to devote to the subject. In the present well- 
revised edition the authors express the hope that “the reader 
will find this text to be a clear, logical, and concise account of 
the facts of physiology as they are recognized to-day.” In the 
opinion of the reviewer they have succeeded in their aim. The 
book should be useful to students working for the Conjoint. 
and for examinations in pharmacy, domestic science, etc. It is 
as detailed as need be, and keeps the facts of medicine and 
everyday life well in mind. 


Dr. F. M. R. Watsue’s book, Diseases of the Nervous System 
Described for Practitioners and Students, was very favourably 
noticed in our issue of November 16, 1940, and the review ended : 
“ As an introduction to clinical neurology this small volume has 
few equals, and as a useful handbook for the practitioner it can 
be highly recommended.” A second edition has already appeared 
(E. and S. Livingstone, 12s. 6d.). Changes and brief additions to 
the text have been made in accordance with suggestions of 
colleagues and other readers, and the discussion of certain 
subjects has been expanded without departing from the original 
plan and scope. There are also some new diagrams and photo- 
graphs. We foresee a continuing demand for this straight- 
forward guide to the commoner diseases of the nervous system. 


There are occasions when people unconnected with the Press 
are in need of accurate information about some newspaper or 
other periodical ; they will find what they require briefly set out 
in Willing’s Press Guide, of which the sixty-eighth annual issue is 
published at Ss. by Willing’s Press Service, Ltd., 356-364, Grays 
Inn Road, W.C.1. Care has been taken to keep pace with the 
very large number of changes brought about by war conditions. 
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Some periodicals have disappeared from the list because of tem- 
porary suspension of publication, and others have been merged 
or now appear less frequently than usual ; others, again, are being 
produced from evacuation addresses. 
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Preparations and Appliances 








EYE AND MASTOID BANDAGING : LOOPED- 
CAP SYSTEM 


Captain Eric CopLans, R.A.M.C., writes: 


The existing method of bandaging is, in my view, open to 
criticism. The pressure of the fixation bandage (round the 
temple) causes headache and distress ; this may be due to pressure 
on the supraorbital nerve. The bandage often slips down over 
the uninjured eye or up the head and needs adjustment. It takes 
a whole bandage and safety-pins. 

The loop system consists of a skull cap of strong, washable 
linen or calico. Around the lower band, which should be a 
2 in. hem, is placed a series of vertical loops 14 in. high. 
Figs. | and 2 show the position of these loops (tape): one front 
central (A); two front, 4 in. apart, each 2 in. from centre (B) : 
two back central, 4 in. apart (C) ; one each side of head (D). 

The procedure is as follows: Cut off 14 yards of 3 ‘n. roller 
bandage. Adjust looped cap to patient’s head. To bandage the 
right eye, thread the end of bandage twice through the loop 





Fic. 1 Fic. 2 




















Fic. 4 





over the left eye—draw taut (tying or safety-pins unnecessary). 
Draw bandage across bridge of nose, over right eye. down below 
right ear to back of head. Thread through back loop (Fig. 2) 
and return back below ear up to the front central loop. Thread 
and repeat, finishing at original starting loop. 

The ear, mastoid region, and jaw are bandaged by choosing 
appropriate loops. If it is desired the hem or band can be cut 
and tapes attached for adjustment to any size head. 

It is hoped that this will prove in the hands of others a method 
of rapid and complete fixation of eye, ear, and face bandaging 
with considerable economy of bandage. In the photographs 
(Figs. 3 and 4) the upper part of the looped cap is “ windowed ~ 
because the experiments were conducted in the Tropics. 
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FUTURE OF MEDICAL EDUCATION 


In the present upheaval, which is changing social con- 
ditions more than any event since the Black Death, the 
future of medical education becomes a problem as diffi- 
cult as it is important. Prof. John Ryle in his stimu- 
lating and thoughtful article published this week poses 
the fundamental question, How can medical education 
be improved so as to help to develop a breed of doctors 
better blessed with humanity and judgment with simul- 
taneous gain rather than loss to their scientific sense ? 
For there has been a tendency, in return for the rapid 
contributions of the sciences, for medicine to sacrifice 
its position as a cultural profession. Its philosophy has 
not kept pace with technical achievement. How can 
this best be remedied ? 

To start at the beginning—-the tendency is to begin 
specialized studies too soon, yet without an adequate 
introduction. Not only the Regius Professors at Oxford 
and Cambridge but outside bodies have urged that 
biology should be a subject of general education. A 
better world can be built, physically and psychically, 
only on a sound biological basis. All should know the 
laws of being, for Nature has no mercy for ignorance. 
Although adults often seem to have or to acquire a 
curious lack of interest in such matters, the child has 
unbounded curiosity about life and its origins. Here is 
a door wide open for the reception of biological teaching 
by all school children. As Prof. Ryle truly says, there 
is no subject more important as a proper introduction 
to the later understanding of man and his problems and 
of healthy citizenship. Moreover, it would provide 
some indication of the boy’s vocational inclination. Yet 
the boy destined for medicine who has passed his School 
Certificate is brought abruptly to its study and finds it 
strangely different from the rest of his work. Inevitably 
he flounders at first and wastes time in a way which 
could thus be avoided. It would also enable general 
education to go on concurrently with preparation for 
the First M.B., which should not be taken before the 
age of 18. That is quite young enough to start work 
in the dissecting-room ; indeed, a year later is preferable. 

Too often the teachers of the pre-medical and pre- 
clinical subjects seem to forget that they are training 
students the great majority of whom are going to become 
medical men and not laboratory workers. Then they 
tend to rationalize by drawing a sharp and really un- 
justifiable distinction between education and vocational 
methods of training, for these are by no means incom- 
patible. What the medical student needs is a training 
in the principles of chemistry, physics, and biology 
rather than an accumulation of facts. The teachers 
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maintain that general principles are the last thing the 
student can appreciate, and they have Bacon’s opinion 
on their side. Intelligent students, however, deny this 
contention. Considering that the practice of medicine 
touches life at all points it should not be impossible to 
give a vocational trend to the whole of a student's 
education without impairing its intellectual value. 

If dissection of the whole body is to be insisted upon 
emphasis should surely be laid on those parts which 
will repeatedly come into the student’s ken later on, 
when the complex connexions of the otic ganglion, for 
instance, will assuredly fade into the background. The 
anatomy of the living is fortunately receiving increasing 
attention through the application of x rays and other 
means. The study of structure and function should be 
more closely related. Physiology is becoming highly 
abstruse, and it would be well if in addition to insistence 
on general principles emphasis were laid more on human 
physiology, which could be illustrated by the stetho- 
scope, electrocardiograph, sphygmomanometer, and so 
on. Everything should be done to minimize the breaks 
which still exist between the different stages of the 
student’s career. It is still the exception rather than the 
rule in the physiology course to illustrate sensory tracts 
by showing cases of tabes or syringomyelia, while a 
patient with hemiplegia will impress the student with 
the functions of the upper motor tract more than any 
sections or diagrams. These things are generally agreed, 
and it is chiefly due to lack of co-ordination and co- 
operation that they are often not carried into effect. 
The Universities’ Committee for the revision of the 
curriculum advocated some elementary lectures on 
normal psychology before going on to abnormal, just 
as the student proceeds from physiology to pathology. 
Admittedly a psychologically normal man is a mathe- 
matical concept based on a series of superposed mental 
photographs, as it were. By the psychology of the 
normal we do not mean academic psychology, which is 
so remote from the medical student’s needs that it may 
easily deter him from taking any further interest in 
psychology at all. Medical psychology has, however, 
worked backwards from full-blown psychoses and 
neuroses to arrive at certain general conclusions on the 
nature of the emotions, rationalizations, mental develop- 
ment and regression, and so forth, sufficiently to be able 
to present working hypotheses which can be correlated 
with the teaching of the physiology of the central nervous 
system and special senses. - Prof. Sigerist has recently 
urged that, although disease is a biological process, when 
it occurs in man it always involves the mind. Clearly it 
is more important for the student to know something of 
the working of his patient’s mind than to memorize the 
materia medica he will never have to handle directly. 
In this way the student on entering the wards will be 
more prepared to regard his patient as an individual 
and to view his case as a whole. It is the particular 


merit of the British system of clinical instruction that 
this attitude is encouraged from the outset, and the 
student, after long communing with the dead, is usually 
eager to come at last to terms with the living. There 
is much to be said for Prof. Ryle’s contention that in- 
patient medical clerking should be the first clinical 
appointment, though naturally after a preliminary course 
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of instruction on methods of examination and physical 
signs. The more popular method of pitchforking the 
gudent into the turmoil of the surgical casualty depart- 
ment may have the advantage of proceeding from the 
simpler objective examinations to more complicated 
studies, but lacks the mental training derived from 
thorough and quiet investigation in the wards. It is 
essential that he should be impressed with the vital 
importance of pressing the purely bedside methods as 
far as possible before the aid of the laboratory and other 
such departments is sought. There are difficulties, we 
are aware, in the way of a closer association between 
pathology clerking and clinical clerking, but it is a bad 
practice to keep a student doing blood counts and the 
like on cases he never sees ; no wonder he feels it is a 
meaningless routine. It is the pressure of preparing 
a case for the visiting staff that leads to a rush of 
multiple investigations being made as soon as possible 
after a patient’s admission, but it is having a most 
pernicious influence on the whole mental approach of 
the student to his patient. It is no exaggeration to say 
that this lies at the root of much of the dissatisfaction 
with the present results of medical education. After 
all, the student is influenced by deeds rather than words, 
and when he sees his house-physician busily engaged in 
signing “ path. forms” he draws his own conclusions, 
and attaches more importance, for instance, in a case 
of jaundice to a van den Bergh test than to inspection 
of the urine and faeces. 

Systematic lectures are out of favour; the word 
“lecture ” tells its own history of a mere reading from 
authorities when books were scarce. Now books are 
abundant, but increasingly expensive and soon out of 
date. Lecture-demonstrations on cases are always pre- 
ferred, and if these are supplemented by advice as to 
reading, together with a copious supply of current text- 
books which could be taken out from the library for 
limited periods, the need for systematic lectures would 
disappear. On the other hand, tutorial classes in which 
the student is asked questions are valuable and should 
be retained. The student should be able to ask ques- 
tions in return. The cost of books is only one, though 
an important, item in the student’s expenses. Indeed it 
seems that when about 45°94 of university students are 
in receipt of State grants it is only fair that students in 
medical schools should also share in these. In this way 
the path of able students from whatever class would be 
smoothed. If this involves raising the standard for 
entrance, so much the better. 

Students are becoming more vocal in their criticisms, 
and this is not always welcomed by the teachers. Yet 
it is democratic, and reasonable representations should 
be received in a reasonable spirit. The good sense of 
the general body of students can then be trusted to see 
that the privilege is not abused. A student’s journal 
recently abandoned dreary dissecting-room jokes for the 
nonce and published some useful impressions from its 
own members of the various courses of instruction. 
After all, the subject is of vital importance to them, and 
for that reason we have invited a contribution from 
Mr. Donald McDonald on the future of medical educa- 
tion from the student’s point of view, which should be 
of interest to the teachers. 
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INFECTIOUS DISEASES IN WAR 


War seems always to have been ; ‘icnded by an increase 
in the prevalence of disease. Spread of infection may 
be expected to occur when there is concentration and 
movement of large bodies of men from various parts 
of the world. Fatigue and hardship, malnutrition, 
famine, and exposure, lack of medical care, of sanitation, 
and of personal hygiene, all provide conditions that are 
ideal for the explosive outbreak of widespread epidemics. 
Refugees and captured—-perhaps especially returned 
prisoners are important instruments in the transmission 
of disease among troops and civilians alike. The factors 
governing the spread of infectious disease in war are, 
however, very complex: certain of them have recently 
been considered by Clara E. Councell,’ with special 
reference to events in the present war and in that of 
1914-18. 

Apart altogether from wars some diseases are known 
to show a periodic prevalence. Thus it has been sug- 
gested that the spread of virulent small-pox throughout 
Europe after 1870 cannot be explained wholly by the 
events of the Franco-Prussian War. In the same way 
the prevalence of influenza in 1918-19, and of cerenro- 
spinal meningitis in the same years and again in 1939-40, 
may be interpreted as evidence of a wave in epidemicity 
that would have manifested itself in the absence of any 
contributory factors present in wartime. It is, however, 
obvious that usually mild diseases may flare up with 
unparalleled activity as the result of abnormal circum- 
stances of living. In wartime, too, owing to the simi- 
larity in symptoms of certain infections there is often a 
tendency to confound two or more diseases. Thus in 
America in 1918 cases of typhoid were undoubtedly in- 
cluded among the hordes of sufferers from pandemic 
influenza. Such difficulties make it by no means casy 
to assess the extent to which wars are responsible for 
any particular infections. It can, however, be taken as 
certain that the character of the diseases associated with 
war has gradually changed. Thus typhus fever, after 
Frascatori’s clear description, can be traced through a 
long succession of wars. During the Thirty Years’ War 
(1618-48), in which most of Europe became involved, it 
accompanied the armies in the East; it was prevalent 
during the War of the Polish Succession (1733-5) and 
again in the Seven Years’ War (1756-63), when Austria, 
France, Russia, and Sweden were aligned against Prussia 
and England. The Napoleonic Wars were followed by 
the most severe epidemic in the history of Europe, while 
in the Crimean War (1853-6) many thousands of 
Russians died of typhus. It again played havoc in the 
Russo-Turkish War of 1877-8. Thereafter typhus and 
war parted company till 1914-18, when the disease was 
rampant in Serbia, Poland, and Russia, though in both 
the German and Allied armies the incidence was negli- 
gible. So far in the present war only small outbreaks 
of typhus have been reported—in Poland, Mecklen- 
burg, Albania, and Spain. Small-pox was a menace for 
the last time in the Franco-Prussian War of 1870, 
tvphoid in the Russo-Japanese War of 1904. Bubonic 
plague has not played a major part among war pesti- 
lences since the Russo-Turkish War of 1827-9. Plague 


' Publ. Hlth. Rep., Wash., 1941, 56, 547. 
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would seem to follow the trade routes rather than the 
army. Cholera also became negligible after the German- 
Austrian War of 1866, when about 100,000 persons died 
of the disease. 

Dysentery and malaria, however, are two diseases 
which still occasion a considerable morbidity if not mor- 
tality among troops in wartime. Dysentery was espe- 
cially prevalent in the Thirty Years’ War and in the 
Crimean and Franco-Prussian campaigns. In the Sine- 
Japanese War of 1894 it was responsible for 38,000 
deaths. There is no need to recall its frequency at the 
Dardanelles, while in the German Army on the Eastern 
Front it was one of the most important causes of illness, 
with more than 155,000 cases and a fatality rate of 
about 12%. Malaria was prevalent in East Africa, 
Palestine, Southern Italy, and Salonika during 1914-18, 
but its incidence was as nothing compared with the 
American Civil War, when over half the troops con- 
tracted the disease. In East Africa, however, among 
50,000 men there were more than 72,000 admissions 
of malaria to hospital. Yellow fever has not played an 
important part in any major campaign, but it is well to 
remember that in Santo Domingo, the modern Haiti, 
it successively annihilated a British and a French army 
in 1794 and in 1801, leaving the immune negroes in 
possession of an independent republic. 

During the war of 1914-18, when in both the Allied 
and the German armies more deaths were due to wounds 
than to disease, the influenza pandemic overshadowed 
all other infections, causing in the whole world some 
214 million deaths. In the British Army, apart from 
acute diseases of the respiratory system, tuberculosis 
either attributable to or aggravated by conditions of 
service was responsible for the invaliding of 35,000 men : 
and in the French Army, among 8,400,000 men mobil- 
ized, 110,000 were discharged with tuberculosis. There 
was a considerable increase of venereal diseases among 
all the armies. In the U.S. Army the largest number 
of primary admissions were due to influenza, venereal 
disease, mumps, and measles: the leading causes of 
death were influenza, tuberculosis, measles, and cerebro- 
spinal meningitis. Measles, with 2,370 deaths, was espe- 
cially prevalent in training camps. The aftermath of 
the war of 1914-18 showed its worst effects in Russia 
and Poland, when from 1919 to 1921 millions suffered 
from typhus, typhoid, dysentery, relapsing fever, and 
cholera, a condition of affairs which almost beggars 
description. 

During the present world war there has as yet been 
little to record among the warring nations beyond mild 
influenza, German measles, and cerebrospinal menin- 
gitis, which was already showing an upward trend in 
1937 and 1938. In England the shelters have so far not 
been responsible for any epidemic. In June and July, 
1940, there was, however, a very distinct rise in the 
notification of typhoid fever. This rise was almost cer- 
tainly due to paratyphoid, but it is only within recent 
weeks that at long last the weekly returns of the 
Registrar-General for England and Wales have recorded 
typhoid and paratyphoid separately. In the regular 
Army prophylaxis against small-pox, typhoid, and para- 
typhoid, and, except in the Home Guard, against tetanus, 
should control these diseases; and the new chemo- 
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therapy is expected to reduce the hazards of gonorrhoea, 
cerebrospinal meningitis, and pneumonia. In the general 
population diphtheria and T.A.B. immunizations are 
being popularized, but colds, influenza, pulmonary 
tuberculosis, and dysentery all present problems which 
must be carefully investigated. 





ANAESTHESIA IN CHEST SURGERY 
Anaesthesia in chest surgery is difficult, and those who have 
to undertake it will be grateful for Dr. Nosworthy’s review 
of the subject and for his expert elucidation of many of 
its problems. There are two chief groups of cases in chest 
surgery: the civilian sick, who seldom need emergency 
operations, and war casualties. Although the condition 
of the former can to some extent be built up before opera- 
tion, they include many cases of chronic toxaemia, some- 
times even with amyloid disease. A non-toxic agent js 
therefore necessary, and of those which will produce satis- 
factory anaesthesia cyclopropane is the best. Operation 
on some war casualties can be deferred until anti-shock 
measures have proved effective, but there are others—in 
which, for example, the chest is full of blood-clot or there 
is an Open pneumothorax—where operation should be 
undertaken without delay and while anti-shock treatment 
is being carried on. The anaesthetist’s duty in every opera- 
tion is to maintain efficient respiration. This is particu- 
larly difficult to accomplish in cases in which the pleura 
is open. During a thoracotomy a drip blood transfusion 
should be in progress to maintain circulatory efficiency. 

Nosworthy deals at length with the problems of an open 
pneumothorax. There is collapse of the lung on the 
affected side with movement of the mediastinum to the 
other side, and some compression of the sound lung as a 
result. When the size of the opening in the chest is small 
respiration may not be greatly hindered, for there is partial 
expansion of the deflated lung. With a wide opening, 
however, on expansion of the thorax during inspiration, 
the lung on the affected side collapses still further, air being 
drawn from it into the sound lung, and sputum also if 
this is present. During expiration the sound lung dis- 
charges partly into the collapsed lung and partly into the 
trachea. This is known as “ paradoxical respiration,” as 
the lung on the affected side collapses further with inspira- 
tion and expands on expiration. Even the one sound lung 
does not work efficiently. This condition is made much 
worse by a sudden fit of coughing, with its accompanying 
dyspnoea, and coughing may be stimulated when there is 
disease of the lung with secretions which pass on to a 
sensitive area of mucous membrane. Dyspnoea increases 
the ill effects of paradoxical respiration, and Nosworthy 
suggests the phrase “ vicious circle coughing” to describe 
this sequence of events, which may progress to death from 
asphyxia. For cases with open pneumothorax he recom- 
mends that inhalational anaesthesia should be used, that 
this should be deep enough to abolish the cough reflex, 
and that respiration should be “controlled ’—that is, 
active respiratory movements should be abolished and 
the anaesthetist should thereafter continue oxygenation and 
anaesthesia by rhythmic squeezing of the bag of the 
anaesthetic apparatus. “Controlled respiration” may be 
achieved by depressing the respiratory centre by sedative 
drugs and anaesthetic agents until it fails to respond to 
normal concentrations of CO. ; or by reducing the alveolar 
CO, by over-ventilation in a closed circuit (CO,-absorption) 
apparatus; or by a combination of these two methods. 
Nosworthy uses the second method. Cyclopropane with 
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controlled respiration as described abolishes the dangers 
of open pneumothorax, and is an agent from which, after 
anaesthesia, patients recover quickly and soon regain the 
cough reflex. In discussing spinal anaesthesia Nosworthy 
points out that as the cough reflex is not here abolished 
“vicious circle coughing” may be established. Other 
agents in regular use are discussed, and the cases in which 
jocal anaesthesia is satisfactory are mentioned. Nitrous 
oxide is not favoured because of the low oxygen percentage 
with which this form of anaesthesia is associated. The 
use of tracheo-bronchial suction for the removal of exces- 
sive sputum is discussed. Nosworthy’s important paper 
ends with a valuable section on chest casualties in war. 


MASS RADIOGRAPHY AND EARLY 
PULMONARY TUBERCULOSIS 


[he technique of making a photographic reproduction of 
the x-ray screen on a miniature film has now been so far 
perfected that mass radiography of the chest is a practical 
possibility. The films so obtained are sufficiently detailed 
to show even very small lesions. Sparks,’ after viewing 
over a hundred miniature films and then comparing them 
with the full-sized radiographs, found that when a patho- 
logical lesion existed, its presence, if not its nature, was 
almost always recognized in the miniature film. Galbraith* 
has by this method examined over 100,000 recruits for the 
Australian Army ; as a result 2.7% of these were suspected 
of having some abnormality and were referred for exam- 
ination by a full-sized radiograph. It was found that one 
man in every 200 (0.56%) had active pulmonary tubercu- 
losis. This figure compares closely with those of other 
workers. Dudley and Fitzpatrick’ reported that mass 
radiography of over 18,000 men of the Royal Navy 
showed a somewhat lower incidence (0.24%) of active 
tuberculous lesions, while Ellman* found 0.83% of 
active lesions in 601 recruits. S. H. Graham and 
M. Davies’ found that of 1,869 recruits referred by medical 
boards in Wales, 112 (6%) had active tuberculosis: the 
lesion was pulmonary in 108 (5.7% of all those referred). 
Full-size radiographs were taken. The authors stress the 
value of miniature radiography and the importance of 
examining contacts. Heaf* has pointed out that mass 
radiography should not be used merely as a means of deter- 
mining the incidence of tuberculosis, but rather as an 
instrument for combating the spread of infection by reveal- 
ing the hidden active cases among the apparently healthy 
population. This would necessitate the presentation of the 
method to the public as part of a general fitness campaign, 
unassociated with any stigma of tuberculosis, and also the 
provision of adequate relief for those found to be suffering 
from the disease and for their families. Heaf suggests that 
there should be facilities for the investigation of suspects 
without removing them from their work, and that a national 
rehabilitation board should be established to investigate and 
control the domiciliary conditions, training, and employ- 
ment of the tuberculous. Some such scheme is essential 
before any progress can be made in eradicating the disease. 
That it is a practical proposition has been shown by 
Dublin,’ who described a similar scheme in operation 
among the employees of a large American insurance 
company. The present system of patching up the tuber- 
culous subject and then allowing him to return to unsuitable 
work, so that he only breaks down again and infects his 
family and colleagues, is both inefficient and expensive. 

' British Medical Journal, W941, 1, 917. 

* Ibid., 699, 

Proc. roy. Soc. Med., W411, 34, 401. 

‘Ibid., 595. 

® British Medical Journal, 1941, 1, 920. 


* Lance Ce. 1940, 2, 611. 
Brit. J. Tuberc. 1940, M, 8. 
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It is a truism that the treatment of pulmonary tuberculosis 
would be simplified if the disease could be recognized in 
its early stages. This object is now to some extent being 
achieved, for modern radiological technique, applied to 
large groups of apparently healthy persons such as tuber- 
culous contacts and recruits, is producing a steady stream 
of patients with very early lesions and often with no 
symptoms. As Graham and Davies make clear, the indica- 
tions for reference of cases for diagnosis should be compre- 
hensive. Kayne* in a recent article shows that the very 
early lesion presents many problems which are by no means 
solved. His use of the term “ bronchogenic” applied to 
the isolated pulmonary focus will not meet with universal 
approval, as the origin of such a lesion is still obscure and 
may well be haematogenous (Chien-Liang Hsu,’ Terplan"’). 
The management of the patient with an early tuberculous 
lesion is also a vexed question; to advise bed rest and 
sanatorium treatment, with or without collapse therapy, is 
a counsel of perfection, because for economic reasons, 
coupled with his feeling of well-being, the patient will rarely 
agree to such a course ; and in many instances it is unneces- 
sary, as the lesion will heal spontaneously. On the other 
hand, Heaf rightly states that periodical medical and radio- 
logical examinations may not be successful in preventing a 
breakdown in health; only too often a relapse occurs 
in the interval, however short, between such examinations. 
Both Heaf and Kayne agree that these measures must be 
combined with a reorganization of the patient’s environ- 
ment, the removal of sources of infection, the proper control 
of leisure, and the provision of suitable employment. These 
factors can be regulated only by a sound programme of 
rehabilitation, and thus the solution of the problem of 
early tuberculosis brings us once again to the importance 
of planning such a programme in the control of this disease. 


LYMPHOCYTIC CHORIOMENINGITIS AS AN 
“INFLUENZAL ” SYNDROME 


Since the virus of lymphocytic choriomeningitis was first 
described in America in -1934 by Armstrong and Lillie’’ its 
existence has been demonstrated in England (Findlay, 
Alcock, and Stern'*), France (Lépine and Sautter’’), and 
Japan (Kasakara er al."*) ; the disease may thus be regarded 
as world-wide in its distribution. As a rule the nervous 
symptoms are comparatively benign, but on occasion they 
may be severe and neurological sequelae may be present. 
Both in America and in England evidence has accumulated 
to show that infection in both animals and man may occur 
in the absence of all symptoms. In mice, Traub’ and more 
recently Haas'* have shown that inapparent infection may 
be passaged in utero from the mother to her young. In 
dogs infection is also symptomless, but the virus may 
apparently be harboured for considerable periods in the 
spleen (Dalldorf,'’ and Findlay ez al."*). In man the disease 
may be characterized by mild influenzal symptoms. Thus 
of nearly 2,000 sera from persons living in various parts of 
the United States of America no less than 11% showed 
protective immune bodies against lymphocytic chorio- 
meningitis virus, the majority of those with positive sera 
giving no history of any involvement of the central nervous 
system (Wooley, Armstrong, and Onstott’’). This is in con- 
formity with the results obtained by Lépine, Mollaret, and 

* British Medical Journal, 1941, 2, 154. 

* Amer. Rev. Tuberc., 1938, 38, 162. 

 Ibid., 1940, 42, Supplement |. 

" Publ. Hith. Rep., Wash., 1934, 49, 1019. 

'2 Lancet, 1936, 1, 650. 

"C.r, Acad. Sci., Paris, 1936, 202, 6, 1624. 

\4 Kitasato Arch. exper. Med., 1939, 16, 24 

‘J. exp. Med., 1936, 63, 533. 

‘© Publ. Hlth. Rep., Wash., 1941, 56, 285 

‘7 J. exp. Med., 1939, 70, 19. 


“J R.A.M.C., 1940, 75, 8. 
‘Publ. Hlth, Rep., Wash., 1937, 52 1105. 
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Kreis” from the inoculation of human beings with emul- 
sions of infected mouse brain. In about half the cases 
there was no meningeal involvement, fever and malaise of 
an influenzal type being the only symptoms. In one 
instance the influenzal picture was completed by slight 
bronchitis and cough with mucopurulent expectoration, 
probably due to changes in the lungs similar to those found 
in guinea-pigs inoculated with the lymphocytic chorio- 
meningitis virus. Recently Armstrong and Hornibrook*' 
have succeeded in isolating the virus from a spontaneous 
case in which there were no nervous symptoms of any sort. 
The patient was a laboratory worker who developed fever, 
malaise, backache, and prostration, with a leucocyte count 
of 2,900 cells per c.mm., the differential count showing only 
45.3% of polymorphonuclear leucocytes. From blood 
removed on the fifth day of illness the virus of lymphocytic 
choriomeningitis was recovered, and the patient subse- 
quently developed immune bodies to it. 

When in 1933 Wilson Smith, Andrewes, and Laidlaw” 
isolated a virus from the nasal washings of patients with 
clinical influenza it was hoped that the problem of the 
aetiology of influenza had been finally solved. Further 
investigation, however, showed that from many outbreaks 
of clinical influenza no virus could be obtained, and it was 
therefore suggested that the virus obtained by Wilson Smith, 
Andrewes, and Laidlaw should be termed “ influenza virus 
A,” while any others isolated from influenzal cases should be 
designated by other letters of the alphabet. Francis’ has 
more recently isolated another virus from “ influenza ™ 
patients which is unrelated antigenically to influenza virus 
A and is termed “ influenza virus B.”. Now, lymphocytic 
choriomeningitis may easily be mistaken for influenza, and 
the same confusion has been made with Rift Valley fever 
virus (Francis and Magill*'). Mild cases of yellow fever 
may also be, and in fact have been, mistaken for influenza. 
“ Influenza,” in fact, is merely a clinical syndrome which 
may be occasioned by an ever-increasing number of 
different viruses. There is an obvious moral to be drawn: 
if a new virus is isolated by someone who is primarily 
interested in influenza viruses the pew arrival will probably 
be labelled as an influenza virus ; if its discovery is due to 
someone who is not specially concerned with influenza the 
virus will be given an independent name. It may be said 
that there is nothing in a name, but, since we are all to some 
extent influenced by names, confused nomenclature is only 
too likely to lead to confused thinking. 


INCREASE IN SALARIES OF NURSES 


‘It was evident that with the increase in the salaries of 


members of the Civil Nursing Reserve (Journal, April 12, 
p. 576) some comparable concerted action by voluntary 
hospitals would be necessary to improve the rates of pay 
of their nursing staffs. At the same time it was obvious 
that voluntary hospitals were not in a position to shoulder 
the increased burden which higher salaries for nurses would 
entail. Acting on this latter view the British Hospitals 
Association, in co-operation with King Edward's Hospital 
Fund for London and the Nuffield Trust, promptly took 
up the matter with the Minister of Health, with the highly 
satisfactory outcome that increased expenditure by volun- 
tary hospitals on nurses’ salaries will rank for grant. In 
an explanatory memorandum to all voluntary hospitals in 
England and Wales the British Hospitals Association states 
that its council at a recent meeting decided to advise hos- 
pitals to adopt _the following minimum scale of salaries : 


0c. r. Acad. Sci., Paris, 1937, 204, 1846. 
*" Publ. Hlth. Rep., Wash., 1941, 56, 907. 
#2 Jancet, 1933, 2, ws 

2" Science, 1940, 92, 

24 J, exp. Med., 1935, “on 433. 
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probationers, first year £30, second year £35, third year £40, 
fourth year (until State Registered) £50, fourth year (State 
Registered) £70; State Registered staff nurses £90 per 
annum. A hospital will be eligible for the grant if it either 
adopts this scale of salaries as from August 1, 1941, or has, 
since April 11, 1941, increased salaries in such a way as 
to make these minimum rates effective. The grant will 
be 50% of the expenditure incurred in bringing the salaries 
up to this scale or, where the new scales exceed these 
minimum rates, up to £95 for State Registered nurses and 
£40, £45, and £50 for probationers in their first, second, 
or third year. The medical profession will welcome this 
long overdue improvement in the meagre pay of nurses 
and will congratulate the British Hospitals Association on 
the success which has attended its efforts to safeguard the 
interests of voluntary hospitals in this matter. Two grati- 
fying features of the negotiations are that for the first time 
some uniformity has been secured on the initiative of a 
body representing all voluntary hospitals, and that the 
Government has recognized the British Hospitals Associa- 
tion as that representative body and has entrusted it with 
the allocation of a substantial Exchequer grant. The 
B.H.A. points out, in the memorandum already referred 
to, that the scheme is provisional pending the findings of 
a national committee on nursing salaries which is to be 
appointed by the Minister. This committee will consist 
of two panels representing employers and employed, and 
the B.H.A. has accepted the Minister's invitation to be 
represented on the employers’ panel in association with the 
King Edward's Hospital Fund and the Nutfield Trust. 


MINISTRY OF HEALTH AND MINISTRY OF 
PENSIONS 


Sir John H. Hebb, C.B., C.B.E., retired at the end of August 
from the posts of Director-General of the Emergency 
Medical Service of the Ministry of Health and of Director- 
General of Medical Services at the Ministry of Pensions. 
On retirement Sir John Hebb has agreed to make his ser- 
vices available to the Ministry of Pensions. He will be 
succeeded as Director-General of the Emergency Medical 
Service of the Ministry of Health by Prof. F. R. Fraser, who 
has for some time been acting in that capacity. Sir Wilson 
Jameson, Chief Medical Officer of the Ministry of Health, 
will continue to be responsible, on the medical side, for the 
co-ordination of the Emergency Medical and Hospital Ser- 
vices with the general medical and hospital services of the 
Ministry. 


On page 351 will be found a notice relating to the publica- 
tion of a Fourth Addendum to the British Pharmacopoeia, 
1932. We are asked by the Pharmacopoeia Commission to 
draw special attention to the paragraph stating that no 
additional monograph or emendation of a monograph is 
official until the new Addendum has appeared. 


We regret to announce the death at the age of 81 of 
Dr. Herbert R. Spencer, consulting obstetric physician to 
University College Hospital and emeritus professor of 
obstetric medicine, University College, London. He was 
an old and valued friend of this Journal. We hope to 
publish a memoir next week. 


A liaison committee between the British Medical Asso- 
ciation and the British Hospitals Association is shortly to 
be set up. This committee, which will meet as and when 
required to discuss matters of mutual interest, will consist 
of three representatives from each Association and their 
respective secretaries. 
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MEDICAL SCHOOLS IN RAIDED AREAS 


PROGRAMME FOR THE NEW SESSION 


For the third year the winter session of the medical schools 
opens under war conditions. Two years ago in London, 
when it was believed that air bombardment was imminent 
and the hospital population, actual and potential, was 
largely evacuated, arrangements were made for the dispersal 
of the students in the sectors for at least a part of their 
medical training. Last year it was hoped to resume more 
normal working, but air attack suddenly started in earnest, 
and among the buildings which suffered conspicuously were 
the large teaching hospitals. It is common ground that the 
task of medical education must go forward whatever 
happens. Present conditions cause inconvenience to staffs 
and students, chiefly in the matters of travelling, billeting, 
and splitting up into small groups, and to deans and 
administrators there is the constant anxiety of ensuring 
adequate clinical instruction out of London. 

Nevertheless the volume of teaching has not been lessened 
nor its standards lowered. Indeed, it is surprising to what 
slight extent the work, judged by examination results, has 
been affected by the distractions of war. Difficulty has 
been experienced here and there, but much less than had 
been expected. In some respects the new framework of 
teaching has proved advantageous, for it has given the 
student a more varied clinical experience, has acquainted 
him with expedients of a kind which he may have frequently 
to employ in practice, and has brought him, in the outlying 
hospitals, into closer co-operation with his teacher. One 
dean says that the students work harder, are more closely 
supervised, and are much more content. The new situation 
has useful elements which may well remain in the post-war 
pattern of medical education. Is it likely that London will 
see again its twelve large teaching hospitals with their total 
of 6,100 beds entirely concentrated between London Bridge 
and Hyde Park Corner, Paddington and Denmark Hill? 
Several of the hospitals have already built country annexes, 
and possibly at some time the annexe may become the main 
hospital for in-patients and the town building merely a 
clearing station and out-patient department, the students 
distributing themselves between the ore and the other. 


Pre-clinical Education 


The pre-clinical students of the London schools have, as a rule, 
gone further afield: many of them are the guests of another 
university. The pre-clinical school of the London Hospital 
remains at Cambridge with its own pre-war staff for anatomy 
and physiology. The St. Bartholomew’s school is also at Cam- 
bridge, the students residing at and being attached to Queens’ 
College, where they have the use of common-rooms, dining hall, 
and athletic facilities. The pre-clinical students of the Middlesex 
have gone to the University of Leeds and the Leeds Medical 
School, and there, by the courtesy of the Vice-Chancellor, they 
continue to be taught by their own professors for the London 
degree in medicine and the examinations of the Conjoint Board. 
King’s College Hospital students, with their teaching staff, have 
been evacuated to the University of Birmingham, and the 
students of Westminster Hospital and of St. George’s take their 
pre-clinical subjects with King’s wherever King’s happens to be. 
The pre-clinical students of the London (Royal Free Hospital) 
School of Medicine for Women continue to work in the labora- 
tories of the University College of the South-West at Exeter ; a 
certain number of the students are living in college halls of 
residence, and others are in lodgings in the city. 

St. Thomas’s pre-clinical studies are carried out in temporary 
quarters at Godalming, where huts and converted buildings have 
been equipped with fittings from the medical school in London, 
including x-ray apparatus for the teaching of anatomy. The 
teaching staff and technicians have all been transferred to 
Godalming, and, by the kind co-operation of that old foundation. 
Pre-medical subjects are taught in the new science wing of 
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Charterhouse School. Guy’s pre-clinical students, both medical 
and dental, are at Tunbridge Wells, where senior members of the 
pre-clinical staff and about 170 students are housed in hostels. 


The Clinical Years 


Only Charing Cross Medical School has been completely 
evacuated, though the building in Chandos Place is still being 
used for administrative purposes. A large property has been 
purchased in Hertfordshire—Chaulden House, Boxmoor—for 
use as a residential school with sixty students. It is arranged 
with dormitories, common-rooms, and classrooms, a pathological 
laboratory has been built, and the textbook section of the old 
library and many specimens from the museum have been trans- 
ferred. The principal centre of clinical instruction is Ashridge 
Hospital (1,200 beds) ; other hospitals in the sector are also used. 
The entry of students is limited to thirty each year, and each 
student is assured of a large number of cases under his personal 
supervision during his time as clerk or dresser. 

At all the other London hospitals some, if not the bulk, of the 
teaching is carried out in London. The “ London "—which was 
the first of the large hospitals to be severely damaged, receiving 
direct hits in one night almost a year ago, and others since, 
not to speak of incendiaries—still maintains its medical 
school in the old quarters, and the 300 beds in the hospital 
are the main teaching centre for “London” men. Three 
hospitals across the London border—the E.M.S. hospital at 
Goodmayes, Chase Farm Hospital, Enfield, and St. Andrew’s, 
Billericay—are also used. All students go to one of these 
hospitals for their first six or nine months, where they have 
experience of the wards under the supervision of members of 
the honorary staff attached to the hospital in an E.M.S. capacity. 
They are then transferred to the Chase Farm Hospital, where 
& pre-war course in pathology is held twice a year. During this 
same period they go each week to a fever hospital and to a 
mental hospital for instruction in infectious diseases and in 
mental disorder. They are then posted to hospitals where the 
necessary facilities exist for the teaching of obstetrics and 
gynaecology, mostly at the London Hospital’s new annexe at 
Brentwood, where there are 348 beds. A group of senior 
students are at certain outlying hospitals, such as the North 

fiddlesex, which is a large county hospital at Edmonton with 
normally 1,300 beds : another group act as student house officers 
or E.M.S. dressers at sector hospitals ; and the most senior return 
to live either at the London Hospital itself or else at one of six 
large hospitals in the vicinity, where they work in the morning 
and go on to the “ London” for systematic instruction in the 
afternoon. The dean, Dr. Clark-Kennedy, says that the 
organization of the medical school is sufficiently elastic to be 
adaptable to any circumstances that may arise during the coming 
winter, and the students are all getting valuable and varied 
clinical experience. 

No hospital suffered more grievous wounds than St. Thomas's, 
but here again it carries on busily with a limited number of beds 
and with out-patient departments working almost normally, and 
its clinical students in small batches are detailed to work there 
as well as in the country. They all pass through an excellent 
period of elementary teaching at Woking, then a_ period 
at Godalming. The new-linked St. Thomas's at Hydestile, 
Godalming, which was opened in April of this year, permits 
the students to work as in-patient clerks and dressers. Parties 
of students are also based for three-month periods at other 
hospitals where members of the honorary staff of St. Thomas's 
are working. The teaching of midwifery is done at a maternity 
hospital in Woking, and the final-year subjects, systematic lec- 
tures, and revision classes are centred at Guildford, where 4 
large school has been leased, and where the medical school library 
will be established, as well as a residential hostel. 


More Use of Sector Hospitals 


The “ New Westminster,” completed just before the war, was 
hit, but the medical school, which has happily remained 
intact, serves for all lectures, demonstrations, tutorial classes, 
and laboratory work, while the students distribute themselves 
between the hospital, with what clinical material remains 
there, and the Staines Emergency Hospital (Middlesex County 
Council). Until last December the school carried on with 
practically pre-war arrangements, although the reduction of 
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honorary staff and available beds was a handicap ; but after the 
hospital was hit a new departure had to be taken. The arrange- 
ment now is that six months’ clinical appointments are taken 
at Staines, and the rest in London, where, although the material 
is scanty, it still allows sufficient scope for representative educa- 
tion. Midwifery is being taken at Ripley, Surrey, where expec- 
tant mothers of the Westminster district have been evacuated. 
The number of clinical students is at its maximum—namely, 120. 

St. Bartholomew's clinical students are housed in three places. 
The first-year batch are at Hill End, Hertfordshire, where they 
carry out their pre-medical courses, serve as dressers and clerks, 
and do their pathological work. Improvements have been made 
in the pathological laboratories there, and the museum has been 
transferred to that institution. Second-year students go back 
to Bart’s, where they do the whole of their out-patient work (the 
out-patient departments are in practically full swing), and during 
the same period their midwifery, facilities for which have been 
much improved. Final-year students go to Friern Hospital, New 
Southgate, where they do their second period as clerks and 
dressers, and also gynaecology. Here better facilities for lectures 
have been provided and common-rooms installed. 

The majority of the Middlesex students are still at the Middle- 
sex Hospital ; others are attached to Tindal House Emergency 
Hospital, Aylesbury, Mount Vernon Hospital, Northwood, and 
the Central Middlesex Hospital, Acton Lane, for clinical instruc- 
tion, and the students are moved between these and the Middlesex 
according to the stage reached in their studies. Some are receiv- 
ing instruction at the Royal Hospital, Wolverhampton (292 beds). 

At Guy’s the working conditions are much the same as they 
were a year ago. Teaching facilities have not suffered through 
the bombings which Guy's has taken. The first six months of 
the clinical period are spent in the pleasant neighbourhood of 
Pembury Hospital, Kent, and later years at Pembury, Farn- 
borough, and Guy’s itself, according to the special facilities 
offered at each centre. The dental students spend their last two 
years at Guy’s. 


Innovations which will Remain 


St. Mary’s is fortunate in that hospital and school have not 
so far been affected by the war. St. Mary’s students are taught 
at their own hospital and at three large L.C.C. hospitals—two of 
them in the immediate neighbourhood—also at Harefield, a 
Middlesex county hospital with 1,000 beds, which represents for 
practical purposes a second St. Mary’s in the country. The 
students live at all these five hospitals and work at St. Mary’s at 
certain periods of their training. Here again the dean (Sir 
Charles Wilson) states that contact between students and mem- 
bers of honorary staff is much more intimate than in peacetime. 
Five of the honorary staff live at St. Mary’s and a number reside 
quite close to Harefield, so that the students see more of their 
teachers than formerly. Moreover, the smaller number of 
students at each hospital enables them to extract the fullest possi- 
bilities from the new arrangement. This is the only innovation 
of moment in medical education during the war years, and in 
Sir Charles Wilson’s opinion it has come to stay. The number 
of resident appointments available annually at St. Mary’s before 
the war was thirty-one ; now there are 101 resident appointments 
made annually at the various large hospitals in the sector. These 
are made by St. Mary’s, and the holders work under members of 
the honorary staff ; every man who wishes to have a resident 
appointment can get one. St. Mary’s has for some years had a 
restricted entry in order to preserve the ratio between beds 
available and number of students ; the entry in the academic year 
1940-1 was sixty-eight, and the number working was approxi- 
mately 430. 

The St. George’s students in their first year have been taught 
at an emergency hospital and at King Edward VII Hospital, 
Windsor ; in their second year at the West Middlesex County 
Hospital, Isleworth (where there are excellent facilities for 
obstetrics and gynaecology), and in their final year at Hyde Park 
Corner. Recently, however, the tendency has been to allow the 
first-year men to work in the wards at St. George’s, and unless 
there is much more severe bombing than has been lately experi- 
enced, it seems probable that most of the first-year and final-year 
men will do the greater part of their work there. The students of 
the London (Royal Free Hospital) School of Medicine for 
Women carry on mainly at the hospital itself and at the Three 
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Counties E.M.S. Hospital at Arlesey, Bedfordshire. A smal] 
number are working at other hospitals in and near London, and 
a few at the Royal Devon and Exeter Hospital. 


Town and Country Experience 


University College Hospital Medical School, which jis for 
clinical studies only, has taken over Stanboroughs Hydro Annexe, 
near Watford, where it has established bacteriological labora- 
tories, lecture room, library, and museum. Accommodation js 
available in the building for sixty resident students. They carry 
on their clinical work at Leavesden E.M.S. Hospital, close to 
the school, and Stanboroughs Hydro itself has been taken over 
as a hospital of seventy-five beds under the charge of Sir Thomas 
Lewis. While carrying out their medical and other appoint- 
ments the students return to Gower Street for periods of three 


weeks, during which time they form part of the E.M.S. scheme 


and assist in the treatment of any air-raid casualties. Arrange- 
ments have also been made for them to attend consultative out- 
patient clinics held by members of the University College staff at 
Watford Peace Memorial Hospital. 

Since last September King’s College clinical men have begun 
their work at one of the sector hospitals, with the usual pathology 
course and elementary medicine and surgery classes, lasting for 
about three months. They are then moved for ward work to 
another of the sector hospitals, where they have spent the next 
six or nine months, returning to the first hospital to serve as 
dressers and clerks for their second year. The third year is spent 
at King’s College Hospital itself, where attendance is made in the 
out-patient department and at the senior tutorial classes in pre- 
paration for the final examination. Midwifery cases are attended 
by students at three hospitals in the sector, including the one at 
Denmark Hill. 

West London Hospital Medical School reports very little dis- 
organization beyond diminution in teaching staff owing to 
members joining the Services. Teaching is continued in all 
departments. Entries have been smaller, but this is no dis- 
advantage owing to the necessary curtailment of beds available. 
The actual turnover of patients, however, is not much less than 
in peacetime, as the average stay is reduced by evacuation to 
other hospitals. So far it has not been necessary to make use of 
the sector hospitals for teaching, and the entire work of the 
school, where forty students, the majority of them women, are 
taking the clinical course, goes on at Hammersmith. 

The British Postgraduate Medical School, although here again 
the number of beds is reduced and the full-time staff to some 
extent depleted, is continuing its teaching on pre-war lines, with 
bedside tuition and lectures rather than specific courses. The 
teaching is of a high standard, suitable both for those who wish 
to refresh their knowledge and for candidates for higher examina- 
tions. Special courses on war medicine and surgery and other 
subjects have been held in alternate weeks. These intensive 
courses, lasting a week and suitable for officers in the Services, 
are advertised in advance in the medical journals. It is proposed, 
if circumstances permit, to start the special course for the ]ondon 
University diploma in clinical pathology in October. 


Provincial and Scottish Schools 


Provincial medical schools in areas which have suffered from 
air raids have been much less disturbed. At Bristol, for example, 
there is no change in the general arrangements, and adequate 
provision is made for both clinical and pre-clinical students. 
At Birmingham the school is full to capacity, and many applica- 
tions are having to be refused ; this is probably due to the diffi- 
culties of some of the medical schools in London in taking their 
normal numbers. The University of Durham is carrying out its 
clinical studies at hospitals in Newcastle-upon-Tyne, and in the 
medical school there the pre-clinical students are being taught 
as usual. All the students remain at hospitals in the city. Even 
the maternity hospital, where obstetrics is taught, although it has 
been transferred to temporary premises, is still within the city 
boundary. The same is true of the Scottish schools. Glasgow 
has been raided, but there have been no changes in the disposition 
of the students or arrangements of courses, and the routine of the 
medical faculty has not been interrupted. 


At Liverpool the arrangements are almost normal, apart from 
minor adjustments of the time-table and the transfer of clinical 
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clerks and dressers from hospitals which have been seriously 
damaged to those which have not. Classes for both pre-clinical 
and clinical students continue to be held at the university and 
its teaching hospitals. At Manchester the usual curriculum is 
being followed ; fees, scholarships, and resident appointments 
are the same. Owing to the depleted wards in the Royal Infirmary 
arrangements have been made for teaching to be given at the 
£.M.S. Hospital at Baguley, a short distance from Manchester, 
and teaching is also being given at other voluntary and E.M.S. 
nospitals. 

The medical course at Leeds has not so far been affected by 
enemy action. Here, as at other schools, several members of the 
staff are absent on war service, but their loss has been largely 
offset by the valuable help received from the emeriti. The 
number of students has not greatly fallen ; women students now 
form one-quarter of the total. The past session saw the intro- 
duction of a revised curriculum, which allows students who have 
gained the Higher School Certificate in chemistry and either 
physics or botany to omit the pre-registration course in those 
subjects and begin at once the medical course proper, which has 
been extended by three months to five years and nine months. 

Sheffield, in spite of heavy air raids at one period, has ex- 
perienced remarkably little interference with the normal routine 
of the medical school. The university suffered minor damage, 
which was soon repaired and did not interrupt teaching. 
Clinical work continues at all the teaching hospitals, although 
the number of in-patients has been reduced. For about a month 
after the heavy air raids out-patient material was scanty, but the 
situation gradually improved. The number of in-patients is now 
from about one-half to three-quarters the peacetime level, but 
Sheffield has always prided itself on the provision of the maximum 
number of beds per student, and claims still to be in advance of 
most other schools in this respect. Maternity cases have been 
removed from the centre of the city, but there is ample living 
accommodation for students near hospitals where this work is 
done. 

In Cardiff the arrangements for the clinical school of the Welsh 
National School of Medicine have had to be somewhat altered 
because of raid damage to the Royal Infirmary. The infirmary 
now takes 150 in-patients as compared with its normal 400 ; other 
patients are received at the Whitchurch Emergency Hospital four 
miles away, and here are the beds of the medical and of the 
surgical units, for which good pathological and radiological 
services are arranged. A number of other beds are provided at 
the convalescent home of the infirmary, also four miles out. 
Tus the normal bed service is practically continued, and school 
time-tables have been altered to meet the new distribution. The 
school has a full complement of students (about 350). Out- 
patient work is done in the morning at the infirmary, and the 
new Pathology Institute in the infirmary grounds is partly com- 
pleted and available for use for pathology teaching. 

With the reservation of medical students from military service 
it became a particular obligation upon those responsible to see 
that medical education was maintained at the highest possible 
level. How well they have risen to the occasion, even in areas 
Where difficulties were extreme, is evident from the foregoing 
account. 











Special vocational training courses are shortly to be available 
for all disabled persons whatever the cause of their disability, 
although for the present they will be confined to those who appear 
likely, when trained, to obtain and keep employment under 
oidinary industrial conditions. The courses and the centres 
Where they will be given are being arranged by the Ministry of 
Labour, but the Ministry of Health in a circular (No. 2449) asks 
hospitals in the Emergency Hospital Service to notify the nearest 
Employment Exchange of any patient suffering from some dis- 
ability which will prevent him from following his original employ- 
ment. In the case of a hospital which is an Orthopaedic Centre 
or Fracture Department a special form (W.D.1) should be com- 
pleted and sent to the Employment Exchange which has been 
scheduled to serve that hospital (a list is attached to the circular) ; 
the Employment Exchange will then arrange for one of its 
Officers to interview the patient. Form W.D.1 is in two parts: 
the first to be completed by the hospital and the second, a con- 
fidential document, by the medical officer. 
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TESTING NIGHT VISION 


BY 
N. BISHOP HARMAN, M.B., F.R.C.S. 


In the Journal of April 26, 1941 (p. 636), I gave an account 
of a method of testing night vision, and of its assessment 
by definite measurement, that might be of value in judging 
the night vision of individuals generally. This summer the 
black-out has not troubled many of us. Soon we shall all 
once more be affected by it, so that any means of measuring 
the safety of individuals in such feeble light as there will be 
out of doors at night is worth considering. 

During the summer months I have been able to test large 
numbers of normal healthy folk, from childhood to the 
seventies, with the Disk-spotting Night-vision Test (made 
by Theodore Hamblin, Ltd., 15, Wigmore Street, London, 
W.1). A total of 700 subjects have been examined and 
their reactions recorded. 


The Disk-spotting Test 


The nature of the test is easy to understand. It is a simple 
imitation of what we see when we look into the sky on a clear 
starlight night. Sir James Jeans, in an address given in March, 
1941, said that the light we see from all the stars, just as with the 
moon, is a reflection from the sun. “The old idea of Jupiter 
being a boiling mass has been destroyed, for it has been estab- 
lished that the total radiation of the planets was always equa! to 
the radiation received from the sun.” In the disk-spotting test 
the “sun” is a standard candle burning 120 grains in an hour ; 
this is shielded in a box arranged so that a beam of light radiates 
in one direction only. The “stars” of the test are white disks 
mounted on black velvet. Each disk measures half an inch in 
diameter, and is separated from other disks by an eighth of an 
inch. The disks are grouped in similar patterns, but the number 
in each group varies. That these groups of white disks look 
somewhat like stars was evident when a small boy came into a 
room where a number of them were hanging on a screen and 
asked: “What are those stars for?” The distinction of these 
disks in good daylight is notable. Normal-sighted subjects can 
count them at 25 metres and more. One young man counted 
them at 50 metres. There are four groups of disks numbering 
from four to seven, and since the baseboard can be hung from 
any corner there are sixteen possible variations. In the night- 
vision test the disks are hung at a distance of 5 metres from the 
candle-box. Both are on the same level. The room in which 
these tests are carried out is totally dark, except for the candle 
beam and the reflected light from the disks. The subject is 
required to count the number of disks in the group shown in the 
candle rays. He begins at a distance of 5 metres from the 
test and moves either backwards or forwards according to his 
reaction. 

The Illumination.-The reflected light that reaches the eyes in 
this test is very small: at 3m. it measures | /688 foot-candle ; at 
4m.=1/871; Sm.=1/1075; 6m.=1/1302; 7m.=1/1550; 
8 m.=1/1816. Since reflection from a white surface is 84% of 
the incident light, the glow of the disks at 8m. is less than 
1/2.000 f.c. Moonlight is 1/50 f.c. When one comes out of the 
daylight into the darkened room the candle beam and the lighted 
white disks are quite invisible. In making the tests on military 
drivers the contrast between indoors and outdoors was most 
striking. These tests were made in a Nissen hut some 10 metres 
long, in a coppice of thin brushwood. Stepping from the brilliant 
sunshine out of doors into the darkness of the hut was an almost 
painful experience. One was quite blind. But more disturbing 
was the whitish glare that filled the central part of one’s field 
of vision. Slowly this glare faded, and then one could see the 
candle beam. Fifteen minutes was ample time for this recovery. 
Every subject had fifteen minutes in the dark before being sub- 
mitted to the test. 

Routine in Making the Test.—The subjects were brought into 
the dark room in groups of a score. The test was explained to 
them. They were told that the white blobs they would see in the 
candle glow were made up of sixpences which they were to count. 
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For testing large numbers there are certain conveniences: (1) a 
double room-—one for collecting subjects. the other for the test ; 
(2) two capable helpers—one, in black clothes and black gloves, 
to alter the position and number of the disks constantly, and one 
to register the results on the prepared charts. Each subject was 
allowed six trials. Since they saw, or heard, each other's test 
there was keen interest in the results. Some schoolboys who 
did poorly asked for a second trial. They were given this, but 
their reactions did not vary. 

A colleague put this question to me: Would it be possible to 
judge the number of disks in a group by estimating the size or area 
of the white patch? The answer is, Yes and no. To a new 
subject there is no knowledge of the difference of size in the 
groups from four to seven. But to one who has been watching 
hundreds of reactions, as I have, it is possible to judge the 
numbers when the difference is considerable—e.g., I can dis- 
tinguish four and seven beyond my proper distance, but six and 
seven I cannot separate by size. Counting is necessary for a 
correct reaction. 


Age Groups of Subjects Examined 


The subjects were divided into three age groups: Group I from 
10 to 18: Group II from 19 to 40 ; and Group III 41 and over. 

Group 1.—By the courtesy of Dr. J. Ferguson, medical officer 
of health for Surrey, I was allowed to examine all the children in 
a first-class country secondary school. The children were well 
bred and well kept, and they were expected to give a standard 
reaction to the test for night vision. They numbered 210. 

Group Il.——-By favour of Colonel E. A. MeCuster, M.C., 
R.C.A.M.C., A.D.M.S. of a Canadian Division, | was _ per- 
mitted to examine large numbers of troops. In civil life Colonel 
McCuster was an ophthalmic surgeon at Regina, Canada, so his 
help in arranging, for this test was of particular value. These 
men were a fine class for the test. Their ages ranged from 
19 to a little over 40. They were all of first-class physique, and 
with their full Army rations and outdoor life they were expected 
to give an excellent night-vision reaction: 427 of these men 
were examined, 177 of them being drivers of tanks, trucks, and 
lorries. This group was subdivided into those aged from 19 to 30 
(Group Ila) and those from 31 to 40 (Group IIb), the men over 
40 being included in Group III. 

Group Ill,—Dr. J. R. Bentley, medical officer of health for 
Godstone Rural District Council, kindly gathered a number of 
residents for testing. These and the “over forties” of the 
Canadian troops numbered S51. 


Selecting the Subjects 


To get something like standard returns of night vision a stan- 
dard daylight vision is needed ; therefore all subjects had their 
day vision tested. The day test was made by the use of a 
modification of my rotary E test. On a two-inch card a letter E 
(of the size that should be seen at 5 metres) is set on each of 
the four sides with the “ fingers” of the E pointing up, down, 
right, or left. The card is pivoted on a baseboard, so that 
it can be rotated freely. It is shifted for each subject. The 
subject toed the line at 5 metres, with both eyes open. If he gave 
the correct position of the letters he went on to the black-out 
room. The test is speedy. Children and soldiers stood in 
groups awaiting their turn; they saw what they had to do, but 
no ene could learn the order of the letters. It is of interest to 
note that of the 427 Canadians all passed the test except one 
N.C.O. aged 43 who was engaged in office work. 


Night-vision Reactions 


Group I, aged 10 to 18.—The curve of the children’s reactions 
(Fig. 1) is the best of the lot. No less than 48.5°% did the test 
at from 5 to 6 metres. The rise of the curve to these reactions 
is sharp and distinctive: 29.5°, had poorer reactions, but the 
number of bad ones was small. The reactions were recorded 
separately both for age and for sex: there was no material dis- 
tinction for either, except that the very high reactions, at 7.5 
and 8 metres, were made only by boys—four each. Six girls 
did the test at 6.5 metres and four at 7 metres, but none got 
beyond that. These high results were checked several times. 

Group Ila, aged 19 to 30.—In this most important group there 
were 301 subjects. Their curve (Fig. 2) shows a sharp peak at 
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§ metres. This peak is slightly lower than that of Group I. The 
main mass (66%,) ranged from 4 to 6 metres, and 22% had poorer 
reactions. The high reactions, from 6.5 to 8 metres, totalled 
12.6°,. The actual numbers of these high reactions are more 
distinctive: twenty-three reached to 6.5 metres; thirteen to 
7 metres ; four to 7.5 metres, and one to 8 metres. These high 
reactions were not quite so numerous as in Group I. 
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Fic. 2.—-Group Ila. 


Group Ib, aged 31 to 40.—The curve of this group (Fig. 3) 
also has its peak at 5 metres, but the mass are more inclined 
to the lower reactions. -No less than 36% reached only 3 to 
4 metres. On the high-reaction side the numbers are smaller. 
Reactions at 6.5 to 7 metres totalled only 4% ; and no one 
reached the highest reaction of 8 metres. 

Group III, aged 41 and Over—Of these, 70% were in the 
forties, but despite their nearness in age to the vigorous adults 
their returns show a distinctly poorer reaction (Fig. 4). An extra 
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space on the chart had to be made for reactions under 2 metres. 
The peak in this group is at 4 and 4.5 metres. Their loss of 
night vision is most distinctly shown when the figures of better 
reactions than the average of 5 metres are compared. In Group ! 
no less than 47% did better than 5 metres, whereas in Group III 
only 18% did better than 5 metres. The decline in night vision 
with age is the natural effect of the increasing density of the 
crystalline lenses and the contraction of the pupils. Something 
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Fic. 3.—Group IIb. 
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of the same effect is shown by those of all ages who wear distance 
spectacles ; glass cuts off some light. There were two good 
cases in this group: a local man who reached 7 metres and a 
Canadian soldier 7.5 metres. The latter was aged 43 and had 
exceptionally keen sight. 


General Reactions 


Certain general reactions were noted in the responses to the 
lest. Those who had a poor reaction showed every sign of trying 
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hard to see. They craned their heads, bent forwards, moved 
slightly from side to side, and were only too willing to step closer 
to the test; whereas those with high reactions—6 metres and 
more—stood upright and gave their answers quickly and smartly, 
as though the test was quite easy. Of the soldiers the 14 with the 
highest reactions were re-examined a week after their first test. A 
few did slightly better on the second test and some slightly worse. 
It was found that the latter had just come off hight duty ; so 
fatigue accounted for their slight decline. Of these 14 half had 
blue or grey eyes and half brown ; one was colour-blind. 

Brewer's Dictionary of Phrase and Fable records the term: 
* Cat-eyed—able to see in the dark.” This may well describe 
those who, in the night-vision test, could see at from 6.5 to 7.5 
metres and certainly the few who could see at 8 metres. The 
Canadian N.C.O. who entered up the records sat outside in the 
light. He said he noticed that the men with the highest figures 
seemed most blinded by the light when they came out of the 
dark-room, while those with low figures did not appear to be 
bothered. This is a confirmation of the keen sense of light in 
those with a high reaction. The most astonishing finding in 
these reactions is the wide variations in the ability of normal- 
eyed healthy persons of all ages to see in the dark: from 1.5 m. 
to 8m. 

In my earlier paper | wrote: “| find a fair average for normal- 
sighted persons is 5 metres. Those with 4-metres range should 
be safe at night. Those with 3-metres range or less had better 
stay indoors.” These later returns confirm that opinion. 1 
added: “ Night-flying men should have a range of at least 6 
metres.” The later test shows that a much higher range may be 
attained by many young men, so that the standard for night 
flyers may be 7 metres or more. 


Summary 


A large number of normal-eyed subjects of all ages have been 
given a severe night-vision test which requires ability to count 
small white disks in a minimum candle-light at a maximum dis- 
tance. The resulis show that the average person can count these 
small disks tn light of only 1/1075 candle-power at a distance of 
5 metres. They also show thai there are some folk with excep- 
tionally keen night vision: some young persons can pass the 
test even up to 8 metres distance in a light of only 1/1816 candle- 
power. Safety in the dark demands a fair reaction to this test and 
ability to see the disks at not less than 4 metres. The extended 
trial of the disk-spotting test shows that it can be of use in 
testing large numbers of people with comparative ease and with 
exactness. 








Nova et Vetera 





NAPOLEON'S DERMATOSIS 


Did Napoleon suffer from scabies? This question has been 
debated by Napoleonic students at great length but has 
never been satisfactorily settled. Perhaps the chief reason 
for the persistence of uncertainty about this interesting 
point in the great man’s medical history is the fact that 
it was not until several years after his death that, owing 
tc the efforts of Renucci, the parasitic nature of scabies 
was finally accepted and the itch mite, or the Acarus scabiei, 
was recognized as the one cause of the disease. Two un- 
Coubted facts stand out in regard to the skin disease from 
which Napoleon certainly suffered during his third and 
fourth decades : one that it was an eruption attended with 
severe attacks of pruritus, and the other that scabies was 
rife in the armies of revolutionary France. The legend ts 
that during a critical action at the siege of Toulon Napoleon 
seized a ramrod from the hand of a dead gunner, used it 
himself, and from it contracted scabies, which afflicted him 
for many years until finally cured by the celebrated 
Corvisart. Among the countless memoirs and biographies 
of Napoleon there are numerous references to his skin 
complaint, and it is suggested that his favourite pose with 
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one hand inside his waistcoat is due to his delight in putting 
it there to scratch! Dr. R. Friedman, who has contributed 
much to the history of scabies, has written a most interest- 
ing brochure on Napoleon’s dermatosis’ in which he sums 
up critically the evidence of contemporary writers (no light 
task !), and comes to the conclusion that the correct diag- 
nosis should really have been dermatitis herpetiformis, a 
disease first described by the American dermatologist 


Duhring in 1885. 


Dr. Friedman’s thesis naturally falls into two parts: (a) the 
argument that Napoleon did not suffer from scabies ; (6) his 
suggestion of the alternative diagnosis here given. Perhaps 
the strongest reason for supposing that Napoleon did not 


have scabies is the absence of any suggestion that Josephine 
ever caught it from him. But the siege of Toulon took 
place in 1793, while his intimacy with Josephine (which 
preceded his marriage with her by a few months) did not 
begin till 1796. During three years there was ample time 
for scabies to be cured, and it is known that Napoleon took 
sulphur baths for his complaint. There is no need to 
dispute the fact that he certainly suffered from some skin 
eruption of an irritating nature for a long time afterwards ; 
this may have been an eczematous dermatitis set up by the 
sulphur treatment, or possibly dermatitis herpetiformis as 
suggested by Dr. Friedman. We shall never know now. 
Corvisart was called in to treat Napoleon not before 1800, 
perhaps as late as 1803. Josephine summoned him, 
primarily on account of cough and pain in the right side 
(which he was lucky enough to cure with the application 
Ot two vesicants); for the skin eruption he prescribed a 
lotion containing sabadilla powder—derived from the 
seeds of Schoenocaulon officinale—which contains cer- 
tain alkaloids but is devoid of anti-parasitic properties. 
It could not have cured scabies, and, moreover, it seems 
that the so-called cure could not have been permanent, for 
there are many allusions to Napoleon's habit of scratching 
himself long afterwards. Antommarchi describes his 
pruritic crises at St. Helena and refers to the scars which 
were left on his skin. These scars are certainly a point in 
favour of the diagnosis of dermatitis herpetiformis. 

Dr. Friedman has written a fascinating little book which 
will amuse and interest all students of medical history. 


ANCIENT BURIAL RITES AND MODERN 
CURRENCY 


At a meeting of the Manchester Medical Society Prof. 
F. Woop Jones, F.R.S., gave an address entitled “ Mana 
and Money.” 


He described the finding of red patterns on the uppermost 
bones in predynastic Egyptian burials due to haematite used 
to impregnate textiles, the similar use of red ochre in Australia 
in native burials, and of the vegetable bright red dye from 
Morinda citrifolia employed in Honolulu. This widespread 
custom of associating redness with funerary observance dates 
back into the palaeolithic period, and the “ Red Lady of Pavi- 
land ” is one of the best-known British examples. 


Red Pigments, Cowries, Gold 


Throughout the world the importance of red in burials was 
almost universal, and is seen to-day among the remnants of 
humanity still living in a palaeolithic stage of culture. If mineral 
or vegetable dyes were not available, then red coral or other 
substances were employed. Associated with the use of red 
Pigments in predynastic Nubian burials other apparently irrele- 
vant objects were found. Thus, cowrie shells or imitations 
made from hard black porphyry were present, and can also be 
found in graves in other parts of the world, often hundreds 
of miles from the tropical seas where the cowrie shells are 
found. These cowries are considered as necessary adjuncts 
in the preparation of the corpse for burial. In lands far from 
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the sea imitation cowries may be made of clay, stone, ivory 
shell, or wood, and painted, glazed, or gilded. Some may te 
fashioned from gold. Gold in small pieces, lumps, or article; 
fashioned by the craftsman has always been buried with the 
dead the world over when obtainable. 

Prof. Wood Jones said that the reason for placing in the 
grave with the body (a) something red, (b) a cowrie, ang 
(c) gold is to be found in an understanding of the symbolism 
embraced in sympathetic magic. Red, which is a rare colour 
in nature, symbolizes fire (the source of heat) and the redneg 
of the life blood ; it is also associated with the setting sun (and 
the rising sun as it is reborn in the morning). Thus redness 
was the earliest rebirth symbol. The cowrie, resembling the 
female pudenda, is likewise a charm to ensure rebirth. Gold js 
incorruptible, does not tarnish, cannot be made by man, and a 
lump of native gold in the hand has a remarkable quality of 
feeling almost alive. Gold is the symbol of life and rebirth 
owing to its redness ; it has always been the symbol of the sun 
and of life. 


The Quality of Mana 


These three things—redness, cowries, gold—-have strong mana 
(or kunta in Australia) with the dead. The quality of mana 
or kunta implies “ potency” or “ value” (as distinct from the 
degraded meaning of price); thus red things, cowries, and gold 
are valuable (strong mana) to primitive people because they 
are potent symbols of life and its renewal after death. Objects 
possessing mana have also become good luck symbols. Thus 
red is lucky for the bride and red garments the luck symbol of 
honoured old age. The cowrie as a good luck symbol is very 
widespread and worn by peoples in many lands, on breast-plate 
ornaments of horses in Europe, on idols in New Guinea. The 
good luck symbolism of gold is universal (e.g., the golden 
wedding ring). Further, these mana objects by extension have 
become symbols of royalty (royal purple, red carpets, etc.), 
white cowries are worn only by chiefs (as in the Friendly Islands, 
etc.), while gold is everywhere associated with it (golden crowns, 
thrones, sceptres, etc.). 


Gold as Money 


Finally, there is the Gebasement of all objects invested by 
mana as vehicles of currency. This follows their perpetual 
removal from circulation by burial with the body, thus main- 
taining a standard of rarity, which leads to their becoming the 
media of exchange and ultimately the currency of primitive 
commerce. Thus three phases of definite currency standards 
have existed—(1) redness (e.g., the barter value of red ochre 
among Australian natives), (2) cowries (e.g., in New Guinea) or 
shell (Pacific Islands), and (3) gold. Probably alluvial gold was 
used first as a standard of currency, but the first attempt to 
standardize it was the official stamping of lumps of gold by 
the Kings of Lydia (700-545 B.c.) conducted at Sardis in Smyrna, 
which was at the end of the great caravan route from the Far 
Orient. From this gold gradually derived its name of money, 
and ultimately only the Aztecs and the Chinese preserved their 
aesthetic appreciation of gold and escaped the snare of degrading 
its value to that of a medium of currency. 

Thus (said Prof. Wood Jones) the story of mana and money 's 
curious: the hoarding of red ochre by the Australian native, of 
red feathers or of cowries or Tridacna money by the Pacific 
Islander, gives rank and privileges to individuals and to classes 
in various parts of the world. Will future generations look 
back on us likewise as deluded savages, immobilizing our one 
god, gold, and prepared to sacrifice thousands of lives for its 
possession? Is the preservation of privilege by the possession 
of gold in any way more worthy than the preservation of privi- 
lege derived from the possession of cowrie shells or red ochre? 








The Journal of the American Medical Association records that 
books on medicine published in 1939 amounted to 1,868,892 
volumes, according to the biennial census of manufactures com 
ducted by the United States Bureau of the Census. The biggest 
year was 1937, when 3,923,532 volumes were published. The 
total number of all books published in 1939 was 180,142,492. 
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BRITISH PHARMACOPOEIA, 1932 
PUBLICATION OF A FOURTH ADDENDUM 


The General Medical Council will publish shortly a Fourth 
Addendum to the British Pharmacopoeia, 1932, in which certain 
new monographs and certain modifications of existing mono- 
graphs will be included. Under normal conditions, when a new 
Pharmacopoeia or an Addendum to a Pharmacopoeia has been 
ready for publication it has been customary to give facilities for 
advance copies to be inspected, during the three months imme- 
diately preceding publication, by medical practitioners, pharma- 
cists, analysts, manufacturers, and others who may be interested. 
The Fourth Addendum to the British Pharmacopoeia, 1932, like 
the Second and Third Addenda, has been prepared to deal with 
conditions arising from the present emergency, and it is ex- 
pedient that it should be published, and thus made official, 
without delay. It is not possible, therefore, to provide for the 
preliminary inspection of the completed Addendum, but arrange- 
ments have been made for a limited number of advance proofs 
to be available for supply, on application, to manufacturers of 
the preparations described therein. 


New and Amended Monographs 


The following new monographs will be included: 


Morphinae Sulphas 
Pamaquinum 

Parallinum Liquidum Leve 
Phenylhydrargyri Nitras 
Proflavinae Sulphas 

Sodii Metabisulphis 

Sodii Morrhuas 

Sodii Sulphas Exsiccatus 
Sulphanilamidum 
Suraminum 

Unguentum Hamamelidis 
Unguentum Hydrargyri Dilutum 
Urethanum 


Acidum Mandelicum 
Acidum Nicotinicum 
Benzylis Benzoas 
Bismuthi Subgallas 
Digoxinum 
Ephedrina 
Injectio Calc Gluconaus 
Injectio Nikethamidi ; 
Injectio Procainae et Adrenalinae 
Injectio Quininae et Urethani 
Injectio Sodii Morrhuatis 
Liquor Sodii Hydroxidi 
Magnesii Trisilicas 

The Addendum will contain, in addition, certain monographs, 
or amendments to monographs of the British Pharmacopoeia, 
1932, which became official by virtue of notices in the London, 
Edinburgh, Belfast, and Dublin Gazettes of February 28, 1941. 


Sodii Lactas Oxymel Scillac 

Urginea Scala 

Valeriana Indica linctura Scillae 

Acetum Scillae linctura Valerianae Ammoniata 
Cataplasma Kaolini Valeriana 

Mepacrinae Hydrochloridum 


and emendations to the following monographs, which will 
become official on the date of publication of the Fourth 
Addendum : 


Aquae Aromaticae 

Aqua Anethi Concentrata 

Aqua Camphorae 

Aqua Chioroformi 

Aqua Cinnamomi Concentrata 

Aqua Menthae Piperitae Con- 
centrata 

Elixir Cascarae Sagradae 


Injectio Bismuthi Oxychloridi 

Injectio Bismuthi Salicylatis 

Injectio Ferri 

Injectio Hydrargyri 

Injectio Hydrargyri Subchloridi 

Injectio Mersalyli 

Liquor Sodae 
Chirurgicalis 


Chlorinatae 


Ephedrinae Hydrochloridum Liquor Sodii Chloridi Physio- 
Glycerinum Acidi Tannici logicus 

Glycerinum Aluminis Mel Boracis 

Infusum Aurantii Recens Menthol 


Mistura Magnesii Hydroxidi 
Mistura Sennae Composita 
Oleum Hippoglossi 

Syrupus Pruni Serotinae 
Tinctura Cardamomi Composita 
linctura Ipecacuanhae 
linctura Rhei Composita 
Unguentum Acidi Tannici 
Unguentum Hydrargyri 


Infusum Buchu Recens 

Infusum Calumbae Recens 
Infusum Caryophylli Recens 
Infusum Digitalis Recens _ 
Infusum Gentianae Compositum 

_ Recens 
Infusum Quassiae Recens 
Infusum Senegae Recens 
Infusum Sennae Recens 
Injectio Bismuthi 

Revised Appendices relevant to the monographs named above 
will be included. 

It must be understood that no additional monograph or 
emendation of a monograph is official until the Fourth 
Addendum has been published. 

Manufacturers interested in the production of the articles 
tamed above are invited to apply to the Secretary, British 
Pharmacopoeia Commission, University College Hospital 
Medical School, University Street, London, W.C.J, for advance 
copies of the monographs. 


Reports of Societies 








ORTHOPAEDIC MISCELLANY 


The summer meeting of the British Orthopaedic 
Association, under the presidency of Prof. T. P. 
McMurray, was held at the Robert Jones and Agnes Hunt 
Orthopaedic Hospital, Oswestry, on August 9. A large 
number of members attended, and among the guests were 
representatives of the American Hospital in Britain. The 
scientific programme consisted of a clinical demonstration 
and the presentation of several short papers, of which the 
following is a summary: 

Slipped Upper Femoral Epiphysis—-Mr. N. W. NISBET 
(Oswestry) reported that in a twelve-year period at the Robert 
Jones and Agnes Hunt Hospital twenty-six patients suffering 
from epiphysiolysis had been treated by traction. There had 
been a long period of symptoms of a fleeting nature before 
medical advice was sought, and radiographs in two planes 
always revealed a greater or lesser amount of displacement. 
He found that traction did not change the position in those 
cases with mild displacement, but sometimes produced con- 
siderable, although not complete, correction in those in which 
displacement was severe. Prolonged heavy traction appeared 
to have an adverse effect on the hip- and knee-joints, and in 
this series seemed to have some responsibility for the develop- 
ment of arthritis in the hip-joint. Mr. Nisbet concluded that: 
(1) When displacement was slight no effort should be made to 
correct it; the hip should be protected and weight-bearing 
avoided until the epiphysis had fused. In this way normal 
function could be achieved. Perhaps the insertion of a Smith- 
Petersen nail would hasten recovery, provided it did not damage 
the blood supply of the capital epiphysis. (2) When displace- 
ment was pronounced and not of long duration sufficient correc- 
tion might be achieved by cautiously applied traction to ensure 
a very satisfactory, although not perfect, result. (3) If severe 
displacement could not be corrected by traction or was of long 
duration the best results followed a subtrochanteric osteotomy 
to correct deformity, and this treatment was much to be pre- 
ferred to persistent and vigorous traction. 

Pseudo-fracture of the Tibia—Mr. N. L. Carener (Exeter) 
described the case of a child aged 7 who had complained for 
a month or so of discomfort about the ankle. Radiographs at 
that time were negative. Three weeks later a further x-ray 
examination showed a crack in the lower diaphysis of the tibia 
with subperiosteal new bone formation, appearances strongly 
suggestive of a “ fatigue” fracture. Recovery was uneventful. 


Operative Treatment of Intra-articular Fracture of Upper 
End of Tibia.—Discussing this subject, Mr. CAPENER maintained 
that because of the soft texture of the cancellous bone in this 
region bone pegs and screws were mechanically inefficient. He 
showed radiographs of three patients treated by wire applied 
circumferentially around the upper end of the tibia through two 
incisions, while longitudinal skeletal traction was applied. Early 
active movements were initiated and the functional and 
anatomical results were most gratifying. 

Arthography in Congenital Dislocation of the Hip.—Mr. 
RONALD FURLONG (London) showed radiographs of a series of 
congenitally dislocated hips in which a contrast medium (per- 
abrodil in pure solution) had been injected within the capsule 
before and after reduction of the dislocation. Among many 
stimulating observations Mr. Furlong indicated what valuable 
information could be gained about the possibilities of a suc- 
cessful manipulative reduction, the accuracy of reduction, and 
the development of an adequate acetabular roof. 

Treatment of Fractures of Olecranon by Excision of Detached 
Fragment.—Mr. D. WainwriGut (Stoke) presented a careful 
analysis (illustrated by radiographs and a cinematograph) of 
forty patients treated for fracture of the olecranon. Twenty 
patients treated by excision of the detached fragment and 
efficient repair of the extensor apparatus were compared with 
twenty treated by other methods (chiefly by suture). Excision 
resulted in a powerful, fully mobiJe, and stable elbow capable 
of withstanding the heaviest strain in a shorter time than could 
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be achieved by other methods. Mr. Wainwright considered 
excision to be the treatment of choice in all patients approach- 
ing middle age, whatever the size of the proximal fragment, 
provided the coronoid process and the head of the radius were 
intact. 








Local News 





ENGLAND AND WALES 
A Scheme of Training for Nurses 


Ihe Manchester Public Health Department has issued a 
memorandum of proposals for a State scheme of training for 
nurses, Which has been prepared by Miss J. M. Calder, secretary 
to the local emergency committee for the nursing profession, 
at the request of Dr. Veitch Clark, medical officer of health 
for Manchester. Briefly the memorandum, which is very 
detailed and is intended to form a basis for discussion, proposes 
a four-years training course, the first part or baste course 
covering three years, and the second part or specialized course 
lasting one year, full registration being granted only to those 
candidates who complete both parts successfully. The scheme 
is built up on a regional plan of Central Schools of Nursing 
established in co-operation with the local hospitals and public 
health services. Each school of nursing would be part of a 
“ Faculty of Nursing ” in the University, and this faculty would 
arrange, with the approval of a “ fully representative ” General 
Nursing Council, the curricula for the courses, and would be 
the examining body. A very full syllabus for all four years is 
given, beginning with six months in the preliminary training 
school and ending with eight months’ specialization in one of the 
following: clinical nursing, midwifery, domiciliary nursing, 
health visiting (including tuberculosis and school nursing), and 
industrial nursing. The transfer from classroom to the wards, 
the memorandum states, should be gradual, beginning with two 
hours daily in the first week, increasing to an eight-hour day 
inclusive of lectures and study. The memorandum concludes 
by stating that, on the basis of a recommendation in the interim 
report of the Interdepartmental Committee on Nursing, “ it may 
be presumed that the recognition of nursing as an essential 
national service will secure an allocation of State funds for 
schools of nursing approved as training institutions for student 
nurses.” ~ 

The Nursing Mirror of August 23 publishes a fully worked 
out scheme for the reconstruction of the nursing profession, and 
a reprint in the form of a folder leaflet has been received from 
the office, Dorset House, Stamford Street, London, S.E.1. The 
scheme deals in detail with methods of attracting recruits, and 
with the training of candidates on a regional basis in order to 
produce two grades of nurse ; and there is a section on organiza- 
tion and control, with a view to the ultimate setting up of two 
registers, one for each of the two types of nurses. The scheme 
was drawn up by Miss Evelyn C. Pearce, Mrs. B. A. Bennett, 
Miss L. Snowden, and Miss G. B. Carter. 


Central Shelter Sick Bay for City of London 

A central shelter sick bay was opened by the Lord Mayor 
of London (Sir George Wilkinson) on August 27 at 66, Cheap- 
side. In all the principal shelters of the City there are sick 
bays, but it was felt by the corporation that there should be a 
larger central clearing bay to which cases of illness occurring in 
the shelters could be brought for observation and later on 
removed to hospital if necessary, or sent home, supposing the 
patient to have a home, which is not always the case with these 
shelterers. Provision of this kind was at first arranged in 
Leadenhall Street, but the premises were required for another 
purpose connected with A.R.P., and eventually the Cheapside 
basement was acquired and adapted. It is actually a basement 
below a basement, and is regarded as one of the safest places 
in the City. It has been partitioned off into two wards, painted 
white, one for men and the other for women, with six beds in 
each, though the number of beds could be doubled if need arose. 
There is also a nurse’s duty room with a doctor’s table, and a 
well-equipped kitchen. The place is well lighted—each bed has 
its individual head-lamp ; there is a carpet by cach bed, and the 
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paichwork quilts and other pleasant features give a_private- 
nursing-home touch to this subterranean refuge. There is also 
a small sterilizer, an electric cooker, a sink with warm water 
laid on, and a central heating installation. At this level there 
are chemical closets for use if necessary, but water closets are 
installed on the floor above. The Lord Mayor stated that the 
Ministry of Health had supplied the beds, the W.V.S. the bed 
drapery and clothing, and Messrs. Evans Sons Lescher and 
Webb the drugs and dressings, surgical instruments, trolleys 
and trays, cupboards and lockers, and the kitchen equipment. 
Alderman Key, commissioner for shelter for the London 
Region, speaking appreciatively of the corporation’s action, said 
that having visited the areas of all the ninety-five local authorities 
in the London area it was no mere formality to say that some of 
the best shelters were in the City. 


Middlesex Hospital Standing Up 


Annual reports of hospitals, which used to be dull reading, are 
now often pages of adventure. Thus the report of the Middlesex 
Hospital describes two occasions on which the hospital was 
damaged in air bombardment: the first when two upper floors of 
the central block of the out-patient department were rencered 
unsafe for use, and the second, early this year, when there was a 
direct hit on part of the cancer wing. The report pays tribute 
to the magnificent work of the hospital staff, medical and lay, in 
these emergencies. To exemplify them it refers to certain 
members of the medical staff. Dr. H. E. A. Bolcero, Dean of 
the School, adapted the work of the hospital to wartime condi- 
tions before taking over the duties of a group officer in the sector 
which is based on the Middlesex. Dr. H. L. Marriott further 
ceveloped the wartime organization until his special work on 
blood transfusion took him into the R.A.M.C. Dr. Alan Mon- 
crieff made the final preparations for the great test of air bom- 
bardment. “He [Dr. Moncrieff] stands for all sides of our work 

tireless, firm, patient, and good-humoured in all circumstances.” 
At the end of last year he left the hospital on transfer to Ayles- 
bury, where the Middlesex staffs two hospitals, wholly in the one 
case, almost wholly in the other, with a total of some 1,500 beds. 
An annexe of 200 beds, capable of immediate expansion to 400 
in the event of the hospital being put out of action, has been 
opened at Mount Vernon. The number of medical casualties 
attending the out-patient department during 1940 was 7,558, and 
the number of surgical casualties 11,013. In brief references to 
research the report states that investigations on the new chemo- 
therapeutic drugs, particularly their effect upon war wounds, have 
been proceeding at the Bland Sutton Institute. In the Barnato 
Joel Laboratories problems of dosage in radiology have been 
studied, while in the Courtauld’ Institute of Biochemistry a 
number of studies have been made, including an investigation 
into the profound chemical disturbances of the body found in 
air-raid casualties. The preclinical students of the School are 
at the University of Leeds: the clinical studenis are posted at 
the Middlesex and at three sector hospitals, to each of which 
members of the honorary staff are attached and are continuing 
their regular courses of instruction. 


Coroners’ Inquests in London 


The number of ceaths reported to London coroners in 1940 
was 10,129, being almost 1,000 more than in the previous year. 
Of these deaths, 3,747 occurred in hospitals and other institutions, 
including mental hospitals. Inquests were held in 2,979 cases. 
There was a small decrease in the number of suicides, and nearly 
one-third of the total of 538 were of persons over 60 years of 
age. Post-mortem examinations were made in 2,650, or 88.9%, 
of the inquest cases, and in 5,514, or 77.1° , of the cases in which 
it was decided that no public inquiry was necessary. In three 
cases a verdict of murder was returned, and seven inquests were 
held in connexion with executions. The number of people who 
met their deaths by accident was 1,695, being fifty-five fewer than 
in 1939. Only sixty-eight of the deaths were from drowning ; 
fifty-eight were due to excessive drinking. 











Dr. J. C. Drummond, professor of biochemistry in the 


University of London and scientific adviser to the Ministry of 


Food, has been elected Fullerian professor of physiology in the 
Royal Institution in succession to Sir Frederick Keeble. 
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Voluntary Hospitals 


Sir, -I had a letter a few days ago from a friend who is greatly 
interested in our voluntary hospitals. In this letter he said, “I 
want to preserve the best features of our voluntary hospitals.” I 
have heard and read the same words over and over again. Like 
many other phrases, such as “ the freedom of the Press,” “ the 
public school spirit,” etc., etc., there is a real danger of such 
phrases becoming mere parrot-like cries to be repeated ad 
nauseam in wartime, or with regard to important questions 
which are under consideration in connexion with post-war 
national policy. 

Whenever I ask my voluntary hospital friends, lay and medical, 
what they mean “ by the best features of the voluntary hospital 
system,” | am either stared at with an expression of withering 
contempt, presumably for my complete ignorance, or I am 
overwhelmed with a Niagara-like cataract of words which are 
entirely meaningless, and I find it best to retire from the unequal 
contest. What I really want to find out, of course, is this: We 
have two parallel hospital systems in this country—the municipal 
and the voluntary. What are the particular virtues of the volun- 
tary hospital system which are conspicuous by their absence in 
the municipal hospital system? 

| wonder, Mr. Editor, whether one or more of your readers can 
supply the answer to this very important question?—I am, etc., 


23 FREDERICK MENZIES. 


Criccieth. Aug. 23. 


The Mental Defective in the Army 


Six, --In his paper on the mental defective in the Army (August 
9. p. 187) Dr. F. J. S. Esher refers to three low-grade mental 
defectives who had been accepted for the Army by the Nationa! 
Service Recruiting Board. He found the mental age of these 
men to be 5} years, 6 years, and 44 years respectively. It would 
be interesting to know how the education authority dealt with 
them when at school. In my opinion, if the section of the 
Education Act relating to mentally defective children had been 
properly administered, they would have been notified to the 
mental deficiency authority. If this had been done, they would 
have been exempted from military service. While acting as 
No. | of a medical board, I was surprised when two of my 
former patients presented themselves for examination, for they 
had been under my care for years in the institution for mental 
defectives, but had been liberated since my retirement. Of 
course they were promptly placed in Grade IV. From these and 
other cases it is clear that there is some flaw in the present method 
of registration. 

Dr. Fsher discusses at some length the evidence that mental 
defectives are a hindrance to a modern Army, and commenting 
on his three cases says: “It would not have been difficult to 
discern that these men would never make soldiers if those respon- 
sible for their acceptance had been aware that mental deficiency 
was a definite hindrance to military efficiency.” 1 have met 
several medical men who feel that this paragraph hardly does 
justice to the ordinary intelligence of members of the medical 
profession. 

However, having established his first point, he proceeds to 
his second, which he describes as a discussion on easy and quick 
methods of detecting mental defectives. After thirty years’ 
experience in examining all persons suspected of mental defect 
Ina population of 250,000, I have come to the conclusion that 
there is no quick and easy method of detecting mental defectives ; 
that in examining these. suspects time and patience are essential 
and all hurry must be avoided ; that while graduated tests are 
most helpful as contributory evidence too much reliance must 
not be placed on them—they may lead to erroneous conclusions 
and that the claims for their mathematical accuracy cannot 
be sustained. 1 was therefore keen to read about this new 
discovery for detecting mental defectives by quick and easy 
methods. But, alas! from the development of the argument it 
is Clear that suspicion and not the detection of mental deficiency 
was intended. Put quite simply, Dr. Esher’s “ aid in spotting the 
defective * is to inquire from the man how he got on at school 
and at work. This method is certainly quick and easy, but it 
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has the grave objection that the examiner has no means of verify- 
ing the truth of the replies given, unless, in the case of work, he 
write to the employer, whose response is uncertain and not 
necessarily unprejudiced. 

To prevent the examiner being misled, Dr. Esher takes some 
pains to elucidate the vagaries of educational nomenclature, but 
I am not sure that this does not add to the confusion. For 
example, he tells us that in some schools the children in the “ A 
stream” are the clever ones, while in other schools they are 
both clever and dull. He does not tell gf the many other pitfalls 
for the uninitiated. One might think that since the elementary 
schools are divided into junior, intermediate, and senior, the 
children in the intermediate division would be intermediate in 
age or ability ; but no, they are the academic cream and look 
upon the seniors as duds. Again, some authorities have classi- 
fications which are peculiar to themselves. In one city there 
is a large experimental school which is intended for children 
with behaviour problems. Another important special school, 
which Dr. Esher does not mention, is the industrial school 
now called the Approved School—which title may be very mis- 
leading. I once said to a boy who was to go to one of these 
schools: “ You have been in trouble a good many times for 
thieving ; how were you punished the first time that you were in 
the hands of the police?” “Oh,” said he, “they don’t punish 
you up there ; they put you on what they call ‘ approbation,’ and 
now I am going to the Approved School.” 

With regard to work histories, it is obvious that among the 
unemployed many mental defectives will be found, and if other 
conditions as a cause of unemployment are excluded it is clearly 
due to mental deficiency : but to investigate “ other conditions ” 
would take a considerable time. With regard to unremunerative 
work, statements about income are proverbially unreliable, and 
no deductions can be drawn from these without verification. 

With regard to types of occupation, all will agree that men 
engaged in the occupations mentioned in the paper are often 
mentally defective. Dr. Esher is certainly right in saying that 
holding one of these jobs does not in itself constitute a pointer to 
mental deficiency, but | would go further and say that many of 
these persons are thus occupied from choice, disliking any form 
of discipline or regular work ; they like to be out of doors, free 
from restraint—nomads, who live by their wits.. The gipsy 
cannot tell you how much money he earns, but in my experience 
is nearly always quick-witted, with a ready answer. 

While it is quite true that data relating to school and work 
histories are useful as complementary evidence in suspecting 
mental deficiency, the basis of such suspicion should be obtained 
by direct observation of the person’s general behaviour under 
examination and during conversation. The way in which he has 
filled up the questionary and signs his name in the examiner's 
presence is some indication. Without paying any regard to so- 
called stigmata of degeneracy, much may be read in the man’s 
face. Is he slow to comprehend and respond? When asked to 
imitate the actions of the examiner, does he do so correctly? Is 
he slow and deliberate in speech and action? Instead of asking 
how he did at school, give him a passage to read and subsequently 
ask him to tell you what it is about. Terman’s “lost ball in a 
round field” problem is a good one for testing comprehension, 
foresight, and judgment, and does not take long to apply. 

It is well for the examiner to remember that while a person 
who is innately dull will make a poor soldier, it is also true that 
the highly educated man often appears stupid in simple matters. 
Excessive concentration, if it fits for analytical study, may unfit 
for the world and the Army.—-I am, etc., 


Desford, Aug. 18 ALLAN WARNER. 


Sir,—We have read with interest Dr. F. J. S. Esher’s article on 
the mental defective in the Army (August 9, p. 187), and also your 
editorial comment on this problem. We should like to subscribe 
our experience on this topic in the Lancashire area. Initially our 
attention was directed to this question in the early months of the 
war by the Mental Welfare Association for the area, who were 
astonished to find that many cases similar in type to those 
described by Dr. Esher had been passed as physically fit into 
the armed Forces. The Welfare Association communicated with 
the Ministry of Labour and National Service for the North-West, 
emphasizing the problem which such cases would create under 
military conditions. In the score of cases which were submitted 
it was noticeable that the patient’s conduct and characteristics 
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had frequently obtruded themselves, and their records therefore 
were not only informative but clearly established how undesirable 
it was to recruit such individuals into the armed Forces. It is 
also noteworthy that in many instances the parents or relatives 
had approached the Mental Welfare Association to obtain dis- 
charge, fearing that the men’s propensities would endanger the 
lives of their comrades—-one, for example, told his mother that 
he was like James Cagney, the film star, when he sat behind his 
machine-gun, and she lived in terror lest he should mischievously 
press the trigger. One jrate father exclaimed that it was cruel 
to take a boy away from home who had never previously been 
out of the family custody and, as we knew, had never learned 
to feed himself properly. These cases had been conscripted 
before the outbreak of war, and in many instances the parents 
admitted that the history of mental defect had been obscured 
from the medical board, as they had thought the six months 
under military discipline would greatly benefit the mental con- 
dition. After all, medical men can only make a minute examina- 
tion when their attention is directed to some abnormality of 
history, and, when it is remembered that the majority of adult 
low-grade feeble-minded persons can maintain a fairly intelligent 
conversation, it seems unfair to hold the boards responsible. 
Such cases, with an average mental age of 6 years, should not be 
admitted to the Army ; as Dr. Esher observes, this war is one of 
machinery, and in one or two instances such individuals were 
apt to get under the wheels and be killed. 

Anxious to follow the fortunes of other mental defectives, we 
asked the various committees and workers interested in their 
social welfare to draw our attention to known cases of mental 
deficiency which had been passed as medically fit into the armed 
Forces. Just under 200 cases were collected. We were rather 
surprised io learn that many had enlisted prior to the outbreak 
of war, and according to the reports given to the visitors the 
majority had been retained in their units without their disability 
having been noticed or questioned. Their mental ages ascer- 
tained by school medical officers or ourselves averaged about 9 
years. All had carefully concealed from the medical boards 
their unfortunate history at school or elsewhere. We sympathize 
with them. The rather indefinite label of mental defect attached 
to facilitate their educational disabilities or to aid a boy through 
adolescence because of wretched home conditions is not only 
a stigma but a handicap. These recruits from personal know- 
ledge were well integrated and good natured, and those who had 
institutional records were known to work like galley slaves. 
Admittedly in our series there was a proportion of military mis- 
fits, but it was manifest from their histories that they were 
conspicuous on account of their abnormal mentation or inherent 
temperamental disabilities or, more particularly, their low-grade 
mentality. If they had been properly investigated these military 
rejects, amounting to 8°, would never have been admitted to 
the armed Forces. 

In the ordinary community it has been ascertained that 8 in 
every 1,000 are mentally defective, but in practice 2 or 3 are 
notified. This would account for roughly 25%, who would be 
able to give a history of mental defect, so that it is our opinion 
that it is not a satisfactory method of detection. The remainder 
attend ordinary day-schools until ithe age of 14 years, when they 
are allowed to leave from Standard VI as normal children. We 
are taught that our mental ages do not increase much after 
school age, and what we acquire is worldly sophistication—fore- 
sight, judgment, wisdom, prudence, and especially ethical con- 
siderations—and when one compares the subnormal population 
under restraint with the actual total it is clear that 97° trans- 
form themselves from backward scholars to successful adult 
citizens as and when they reach maturity. For example, many 
successful dockers are stated to have mental ages of 8 years, and 
the average mental ages of many races is about the same, but 
we would not cast the slur of mental defect upon them. Pro- 
fessor Cyril Burt in his Subnormal Mind (p. 89) states: “ With 
adults the mental age can be taken as it stands for diagnostic 
purposes. Roughly speaking, a mental age of 8 years marks the 
borderline for the feeble-minded.” Investigations have shown 
that three-quarters of the community have mental ratios between 
80 and 110. 

From all these evidences we are therefore of the opinion that 
the base-line suggested by Dr. Esher is far too high, ignores the 
cross-section of normal youths with low mental ages doing well 
under Service conditions, and would include a large proportion 
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of responsible citizens in the poorer quarters, and many now 
classified as dull would have to be labelled “ mental defective” 
However, the position has to be faced that the 0.5°, who slip 
through the medical boards form a formidable number of mental 
problems when the armed Forces reach into several millions. 
Our experience prompts us to make the following suggestion for 
weeding them out or grading them into their proper military 
niche. Reading tests, thanks to our psychologists, are thoroughly 
standardized : and the ability to read is a very complex mental 
process. If this test can be successfully passed by a candidate 
a diagnosis of mental defect can be almost excluded. If a base- 
line of 8 years is adopted a rough estimate of military fitness 
can be established. Having established a prima facie case of 
mental subnormality, the medical board could readily complete 
and interpret six further tests. For example, the ability to repeat 
six digits indicates roughly a mental age of 8 years, the ability 
to repeat seven digits a mental age of 11 years. The “cube 
imitation test” has been our main test; it is quickly applied, 
covers a wide range of mental ages, and its execution is most in- 
structive. Our objection to group testing is that the whole process 
of studying mental suitability to military purposes is an individual 
one, and that many successful candidates would be excluded by 
their use and many unsuitable included. 

We would stress that, where there is a wide variation in the 
ascertained mental ages—innate, reading, arithmetic, and on 
performance scales—the mental disability is such as to render 
the individual unfit for military service, and if he is put in the 
Army deterioration quickly ensues. In other words, the tests 
should result uniformly—if they do not, more than examination 
of intelligence is required. If tests such as Dr. Esher seems to 
advocate were adopted we feel that the British Army might soon 
be restricted to commissioned and non-commissioned ranks.— 
We are, etc., 

W. J. S. Rei. 


Manchester, Aug. 28 Davin RUSSPFIL. 


Air-raid Noises in Psychotherapy 

Sir, —Dr. J. C. Mackwood concludes his letter on air-raid 
noises in psychotherapy (August 23, p. 279) with the words, “It 
would bea catastrophe if we regressed to an orientation to neurosis 
that prevailed during the last war.” I wonder why. | was in 
charge of the 350-bedded Seale Hayne Military Hospital for war 
neuroses during the last two years of the war of 1914-18, and! 
am sure that all who saw the working of the hospital will agree 
with me that the results obtained by my ten medical colleagues 
were extremely good. From what I have heard from several 
senior medical officers who have had extensive experience in 
both wars, the modern methods of treatment, however useful 
they may occasionally be in peacetime civilian practice, are much 
less successful than the treatment commonly used both in France 
and at home during the latter part of the last war. The very 
simple rapid methods of explanation, persuasion, and re- 
education were almost uniformly successful in the treatment of 
hysteria, so that it was rare for a patient to show hysterical 
symptoms for more than twenty-four hours after admission, and 
recurrences were extremely rare. The simple forms of psycho- 
therapy so well described by the late Dr. T. A. Ross gave excellent 
results in the anxiety neuroses. From the end of 1917 we very 
rarely used such accessory methods of treatment as hypnosis, 
gross suggestion by faradism, etc. We found that simple per- 
suasion was enough to induce our patients to take sufficient food, 
so that we should never have employed such undesirable methods 
as insulin poisoning, had insulin been then available—a treatment 
seriously advocated by two writers from an E.M.S. neurological 
unit in the Lancet of August 23. 

Dr. Mackwood states that “ the use of any method to produce 
further abreaction is not, as was held during the last war, merely 
to ‘ de-tension * by an escape of psychic pressure.” Who believed 
in this (to me) quite meaningless jargon during the last war | 
cannot imagine.—I am, etc., 


Oxford, Aug. 24. ARTHUR HuRST. 


Sir,—Dr. Frederick Dillon (August 16, p. 243) makes a fanciful 
flight to Mount Olympus. This parergasic excursion cannot 
be undertaken so light-heartedly by many in times such as these. 

The method of treatment described by Majors McLaughlin 
and Millar appears to be a serious contribution to wartime 
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psychotherapy : it may deserve criticism, but certainly not 
derision. Clearly, the intention of the authors is to use every 
possible method to conserve our available man-power. 


J am, ete.. 
London. W.1, Aug. 18. J. H. MELLOTTE. 


Flat-foot in the Army 


Sir.-In two recent articles on flat-foot in recruits medical 
officers in charge of training regiments have reported attempts 
io improve the efficiency of substandard men (Captain R. T. 
Burkitt. June 28, p. 967 ; and Captain S. B. Sachs and Lieut. L. 
Gibson, July 26, p. 137). It is to be regretted that in neither 
instance do they appear to have planned their investigations in 
the light of current knowledge of the mechanism of the foot. 

The men who formed the materia! of their researches were 
not sufficiently analysed in regard to postural disturbances. We 
are not told in how many subjects there were * squinting ” knees, 
nor to What extent the feet were “ pronated.” Such data are 
indispensable if we are to assess the value of treatment. It is 
only by a preliminary study of the material under investigation 
that we can determine which flat-feet require treatment, and 
what should provide a rational basis for treatment. 

It is well known that the longitudinal arch of the foot varies 
in height as an inborn or hereditary feature. There are racial 
differences: it is flatter in negroes than in Europeans. There 
are individual differences among the British, just as there are 
individual variations in the width of the foot or length of the 
heel. No disability occurs, and no treatment is required. 

To be distinguished from a low arch of this kind is the flattened 
arch of the so-called “* pronated ~ foot, in which the tibia, along 
with the talus (astragalus), is rotated inwards with reference to 
the foot. The connexion of this rotation with foot postures is 
dependent on the form of the joints between the talus and cal- 
caneum (os calcis) and the obliquity of the axis of movement 
between the bones. The back of the heel becomes tilted inwards, 
as may be recognized on external examination: and, as a 
secondary effect, the fore part of the foot becomes inverted and 
abducted on the back part. 

The fundamental character of the distinction between the 
naturally low arch and the pronated foot had already attained the 
textbook stage in Fick’s work on the joints in 1911. Numerous 
references are to be found in more recent literature—for example, 
Morton, D. J., J. Bone Jt. Surg., 1924, 6, 385 ; and Steindler 
in his monograph on Locomotion in Man (1935). Wiles (Lancet, 
April, 1937, p. 916) pointed out the association of a pronated foot 
with postural disturbances of the pelvis ant lumbar spine. 

One would have liked to have further information from the 
authors on various points to which they make reference. How 
often was “ the high-arched foot beginning to give way ™ a foot 
with the pronated posture, and what were the degrees of prona- 
tion? What was the torsional form of the tibia in the subjects 
examined? What were the talo-calcanean postures in those men 
who had * a marked degree of flat-foot * but had no complaints? 

What we do know of the pronated foot entitles us to doubt 
whether a direct raising of the arch by pressure strikes at the 
root of the trouble, and whether the fault in a pronated foot is 
attacked by providing a pad that tends to “ massage the arch of 
the foot” (Captain Sachs and Lieut. Gibson). Nor are satis- 
factory results to be expected from “ deviation of the body weight 
to the outer edge of the foot.” 

It must be emphasized that disturbances of posture at the talo- 
calcanean joint require attention to the orientation of the knee. 
A method of making a direct attack on the inversion and abduc- 
tion of the fore part of the foot has been indicated in the 
exercise “(f) High Sitting or Sitting,” p. 32 of the War Office 
publication Physical and Recreational Training, 1941.—I am, etc., 


St. Thomas's Hospital Medical School, ARTHUR B. APPLETON. 
Godalming, Aug. 21 


Burns from Penetrating Bomb Fragments 


Sir.--I1 was very interested in Surgeon Commander Stabler’s 
comments on my article of July 26 in your Journal (p. 119), and 
i think it more than likely that his explanation of burn necrosis 
of part of the colon may well have been correct. I must admit 
that this had not occurred to me. I agree with him also on the 
question of free drainage of the injured colon ; this is generally 
regarded nowadays almost as a surgical axiom. 
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The comments on my treatment of the wound, however, | find 
to be severe and, as | think, unsound. The pack (which he 
harshly calls the surgeon’s foreign body) which I inserted into 
the wound served three good purposes. (1) It arrested by simple 
pressure the many small venous haemorrhages which were taking 
place in the depths of the wound. (2) By being impregnated with 
sulphanilamide it probably had some minor antiseptic value. 
(3) It served to provide a track to the surface along which any 
infection which may have been introduced at the time of the 
injury might reach the surface rather than give rise to a deeply 
placed abscess. All these functions might be said to have been 
fulfilled by the fourth or fifth day, when such a pack is usually 
removed. 

Lastly, I still think that the man was very lucky in that the 
perforated colon did not give rise to a spreading peritonitis, and 
had I realized at the time that the colon was injured or burnt 
I should still have opened the peritoneum and exteriorized the 
injured bowel.—I am, etc.. 


London, W.1, Aug. 20 GEOFFREY FE. PARKER. 


Hypertonic Sodium Sulphate for Wounds 


Sir,—-Following on Dr. J. C. Lyth’s references (July 26, p. 138) 
to his article on the application of hypertonic sodium sulphate to 
wounds (July 13, 1940, p. 53) | venture to offer my small experi- 
ence to show the efficacy of this treatment in a variety of cases. 
In septic fingers, even with a pin-point puncture, relief is felt in 
the limb immediately on applying the soaked dressing. Dress- 
ings, moreover, may be left in situ for longer intervals than is 
usual with hot fomentations, provided evaporation of the sodium 
sulphate solution is prevented. In the case of varicose ulcera- 
tion the ulcer heals and the indurated tissues surrounding it 
become supple. In hyperaemic conditions with no skin 
abrasions—as in sprains of the joints—there is relief of tension 
in the tissues: would this be due to action on the lymph fluid 
through an excessive secretion by the sweat glands in response to 
the application? And, lastly, in a variety of insect bites relief 
is immediate, and prolonged application reduces the swelling. 
Would it not be advantageous at the very least to make a wider 
use of so simple and effective a substance? —-l am. etc., 


Burnham-on-Sea, Aug. 25 I. Pires. 


Lectures on First Aid 


Sir,—1 offer the following comments on Mr. H. M. Stratford's 
remarks on the subject of first-aid lectures (August 23, p. 284). 

If he is still an advocate of the use of the long Liston, may 
I call his attention to a paragraph in a recent work on fractures, 
which sums up the trend of modern thought: “In the Crimean 
War the mortality of gunshot fracture of the femur was 96 
In the early days of the great war it was 80°, but this was 
ultimately reduced to 20%, largely due to the introduction of 
the Thomas splint to the front line. The use of this splint 
on the battlefield itself accounted for an almost unbelievable 
improvement in the physical condition of men brought to the 
casualty clearing stations.” 

Such a statement may equally apply to first aid in A.R.P 
and road accidents; in the latter many of us have had con- 
vincing proof. Why, then, is the use of this splint not more 
consistently taught by all first-aid lecturers? If thoroughly 
instructed, a first-aid party should be able to apply this splint, 
in the dark, in five minutes. Every house or row of houses 
should have at least one Thomas, and a T exhibited in the same 
way as stirrup pumps are advertised. There are many forms 
of folding Thomas already invented, but if price is the all- 
important factor Ss. is an absurd amount to be paying for the 
rigid type, which could easily be produced for half this price 
unpadded. This splint should be readily available, and is 
useless stored away in depots and posts. It is high time we got 
away from the bow-and-arrow days and profited by modern 
experience., 

As to the tourniquet, this can be made by anyone, with auto- 
matic hold-fast, for about 6d., but here again thorough instruc- 
tion should first be given in the use of a firm pad and bandage. 
The danger of the tourniquet cannot be overstressed, since it 
is such an obvious way out of a nasty mess. It must be the last 
resort and not the first. It is quite unreasonable to expect a 
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first aider who has never had any experience of bloodshed not 
to be somewhat panic-stricken when the real moment of action 
arrives. The only hope of efficiency is to give him or her the 
opportunity of attending, for at least one whole day, the casualty 
department of a reasonably large hospital. The method of 
sending large numbers on a personally conducted tour of an 
out-patient department is quite useless and merely hampers the 
work of the hospital. 

Fractures of the upper arm can be efficiently controlled by 
pads and a broad bandage round the body. together with a 
collar and cuff for the arm: by a properly adjusted sling for 
the forearm. All fractures of the leg above the ankle are 
controlled and relieved by the Thomas. Padding and suitably 
applied bandages are sufficient for the ankle. If all the so-called 
long Listons (for many have not even got holes for an extension 
band) were collected to replace some of the iron palings and 
the latter made up into Thomas splints, many lives might be 
saved and much suffering averted. I am assuming that the 
instructor is not one of those who have never seen a Thomas 
in use outside a surgical ward. 

It is unfortunate that there is not any small clip for the 
control of torn vessels at present available. A small soft 
metal seal attached to a coloured tape, which could be clamped 
on quickly and left in the wound, might be the means of saving 
many lives; artery forceps are expensive luxuries to throw 
away and are not too easy to obtain in large numbers. Inno- 
vations are, however, not much in favour unless there is a 
large contract for someone to handle !—I am, etc.. 


J. G. FaAyrReR HOsKEeEN, 


Uley, Gloucestershire, Aug. 27 Major, R.A.MC. (T.F.) (ret.) 


Cardiac Arrest during Anaesthesia 


Sir,—It is with the greatest reluctance that I comment upon 
Mr. Hamilton Bailey’s article (July 19, p. 84) and subsequent 
letter (August 16, p. 243), and I hope that he will not think that I 
am criticizing him personally, as obviously he was not responsible 
for this disastrous series of tragedies. 

No one will disagree with the excellent technique recommended 
for the treatment of cardiac arrest. which is, indeed. very similar 
to that given in modern books on anaesthesia. The omission 
to point out the importance of the right auricle as the site of 
cardiac puncture has already been commented upon. Two sug- 
gestions are made, however, which are so erroneous that IT do 
not think they should pass unchallenged. 

The first is the incidence of primary cardiac failure under 
general anaesthesia. Many full-time anaesthetists have passed 
the whole of their professional careers without seeing such a 
disaster. Others have had from one to four of such incidents. 
I personally have had two cases under general anaesthesia (one 
of which recovered completely after cardiac massage), and have 
seen one under a combination of rectal basal narcosis and local, 
and one under a pure local analgesia. As the average anaes- 
thetist gives at least 60,000 administrations during his life, it 
seems unlikely that with reasonable skill the incidence of primary 
cardiac failure under general anaesthesia exceeds 1 in 20,000. 
Mr. Hamilton Bailey states that he has performed cardiac 
massage forty times in twenty years. Assuming that he has 
averaged 1,000 operations per year, the suggestion is that primary 
cardiac failure has occurred about once in 500 cases, an incidence 
40 times as high as the estimated average. 

In his subsequent letter Mr. Hamilton Bailey states that pure 
chloroform has not been used, thus implying that chloroform 
diluted with ether and other drugs is less likely to cause cardiac 
arrest. This is an error which is unfortunately widespread and 
has been the cause of many avoidable fatalities —I am, etc., 


St. Albans, Herts, Aug. 20. C. LANGTON HEWER. 


Sir,—Mr. Hamilton Bailey’s reply (August 16, p. 243) that pure 
chloroform (the italics are mine) was not used on his cases evades 
the point of my letter, and suggests that he holds an old-fashioned 
and fallacious belief in the greater safety of chloroform mixtures. 
In fact, chloroform is liable to cause sudden unexpected cardiac 
arrest whether it is given alone or in combination with any other 
anaesthetic. It is for this reason that English teaching hospitals 
have discouraged its use for so many years. A similar tragedy 
is virtually unknown under ether anaesthesia. 
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Il repeat that Mr. Hamilton Bailey's host of catastrophes could 
only result from grossly incompetent anaesthetists or, and far 
more probably, from the widespread use of chloroform — 
I am, etc.. 


Manchester, Aug. 21 H. J. BReNNaN, 


Chloroform - Ether Sequence 


Sir,—-I was interested in the letter by Dr. L. S. Woolf (August 
23, p. 282). I am one of the nearly extinct species—namely, 
a rag-and-bottle anaesthetist. After forty years’ experience | 
still prefer the chloroform and ether sequence, and my cases 
run well into five figures without any accidents (touch wood). | 
quite agree with Dr. Woolf in his remark, “ Why do away with 
open ether?” The great objection to ether is its unpleasant 
smell, but apart from this it is very safe, and, personally, I have 
found in the open method no inconvenience from its use by 
causing bronchial troubles afterwards. Because of its smell | 
always induce with chloroform. 

Chloroform is safe if you give 100°, attention to your patient 
and none to a machine. My patients find it quite a pleasant 
induction, and I have used it for every kind of operation—from 
small ones in my surgery and children at a dentist to removal of 
the tongue and empyema of lung and even for diabetics. My 
patients have very little vomiting, and the method is not extrava- 
gant in ether if the right quantity of gauze on the mask is strictly 
adhered to ; I use three folds of three-ply gauze. 

My main tips are: (1) Give confidence to patients, especially 
children, by a friendly chat during induction. (2) Watch the 
breathing carefully. (3) Don’t touch the patient’s face with 
mask till unconscious. (4) Give atropine in elderly or bronchial 
subjects. (5) Never use a chloroform-ether mixture. 

I am not in any way writing against the use of other methods, 
and realize their value in other hands, but I do maintain that 
my simple method compares very favourably with the more 
mechanical methods. My deaths are nil, and patients and 
surgeons seem satisfied. I might add that I have had experience 
in the use of various types of machines, although I do not 
pretend to be an anaesthetic specialist—I am, etc., 


Dorking, Surrey, Aug. 26 A. H. Farpon. 


Treatment of Impetigo Contagiosa 


Sir,—In the treatment of impetigo I am interested to see at 
last in the article by Dr. Carslaw and Mr. Swenarton (August 16, 
p. 225) a reference to the use of an aniline dye. For years now 
I have used a 20° solution of gentian violet, as recommended 
to me by Dr. Heimburger in China at the Shantung University 
Medical School. I presume it is in common use in the U.S.A. 
I have found it valuable in any staphylococcal infection. 
Remove the scabs and paint on the dye, which will dry up the 
serous discharge. Then simple ung. zinci usually suffices to 
complete a cure. Impetigo, so commonly associated with pedi- 
culosis capitis, is only curable after dealing with the nits in the 
hair by kerosene.—I am, etc., 

Liverpool, Aug. 20 Frep R. Crappock, M.B. 

Sir,— Much controversy seems to have arisen recently about 
the treatment of impetigo contagiosa. In a recent letter pub- 
lished in the Journal Lieut. E. Snell (August 2, p. 178) suggests 
that failure of improvement with routine treatment is due to 
reinfection from the “dirty, greasy, high-collared neck of the 
tunic.” I would like to point out that, as the name implies, 
impetigo contagiosa is a contagious streptococcal skin infection, 
and that good results are only obtained in the sick bay or a camp 
reception station and if all precautions for isolation are taken. The 
patient's clothes and bedding should be treated by steam to check 
possibility of spread and reinfection. 

Recently I have used Squibb’s quinolor ointment daily with 
the scabs cleaned with a concentrated solution of sodium bicar- 
bonate before application of ointment. The results have been 
very satisfactory and the patient is usually discharged cured after 
a week.—I am, etc., 

M. H. L. DESMARAIS, 


Ane & Captain, RAMC 
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Antiseptic Snuffs 


Sir, I was interested to read the paper by Drs. Delafield and 
Straker (August 16, p. 221). 

Thirty years ago I experimented with a number of formulae, 
when the choice of suitable drugs was more limited than it is 
o-day. No attempt was made to verify their efficiency bacterio- 
logically, but in actual practice I found that the most efficient 
were the most objectionable to use because iodoform was the 
chief ingredient. There was a time when every hospital reeked 
of iodoform, and for some reason or other the public used to 
associate the smell with syphilis, which was an added objection. 
Yet many patients who had derived benefit from “ iodoform 
snuff * continued to use it in spite of its abominable smell. With 
regard to colds, my experience was that in many cases they were 
rapidly aborted and, apparently in some, prevented. 

The following are some of the formulae I used: (1) CHI,. 
| part; acid. boric., 20 parts. (2) CHI,, 1 part; bismuth. 
subnit.. 20 parts. (3) CHI,, 1 part ; bismuth. subgall., 20 parts. 
(4) CHI,, 1 part; bismuth. salicyl., 1 part. Their rapidity of 
action appeared to be increased if used about an hour after 
irrigating the nose with one pint of normal saline. 

All the formulae appeared to be equally effective, which was 
attributed to the iodoform, so No. 1 was commonly employed 
for the sake of economy. I eventually abandoned its use 
because most patients objected to the abominable smell. 

It would be interesting to learn the effect of iodoform on the 
pneumococcus in vivo.—I am, etc., 
Brookwood, Surrey, Aug. 16 H. M. STANLEY TURNER. 

= | 
Somatic Taeniasis and Cysticercosis Epilepsy 


Sir,-To the six records noted by Dr. Cecil W. Ewing and to 
his own case (August 23, p. 263) can be added two others recorded 
in the British Medical Journal.'* The diagnosis in my case was 
made because I happened to remember a paragraph in Choyce,° 
which mentions “a case of this kind under the care of Rose 
Bradford, the patient, a soldier aged 30, was admitted to hospital 
on account of epileptic attacks. Multiple small tumours, one 
of which was excised and proved to be a cysticercus, were 
present in the subcutaneous tissues of ...” I wrote to my 
patient about one year after his illness, and to my surprise he 
replied that he was well and working.—I am, etc., 

Harrogate, Aug. 23 T. Vipert PEARCE. 
REFERENCES 
' Aitken, C. J. Hill (1928). British Medical Journal, 1, 943. 

* Pearce, T. Vibert (1928). Ibid., 2, 442. 
Choyce, C. C. (1923). A System of Surgery, 1, 637, London. 


Emetine in Liver Abscess 


Sirn.—There are one or two points to which I would like to 
refer in the very interesting article on the surgical complications 
of amoebic dysentery (August 23, p. 261). 

Mr. H. W. S. Wright states that paracentesis is necessary in the 
diagnosis and treatment of liver abscess. I suggest that after full 
physical examination with x rays to help, such a proceeding is 
quite unnecessary where the abscess grows upwards, and even less 
so when it tends downwards. Another point is that these abscesses 
are often multiple, and who, having found the first and nearest 
abscess. would go on searching for others? Yet under emetine 
the whole condition clears up. Mr. Wright emphasizes that the 
amoebic abscess is a cold abscess and should be treated as such. 
Does Mr. Wright recommend repeated aspirations in a psoas 
abscess or only when there is a risk of rupture or of damage to 
adjacent structures? 

For many years I have urged moderation in the use of emetine, 
and I gave emetine in liver abscess cases: 1 grain for three con- 
secutive days, missed four days, emetine 1 grain for two days, 
missed five days, emetine | grain for two days or one day, accord- 
ing to progress, missed five or six days, and then wound up the 
course with 1 grain on one day in each of two weeks. This 
method produced very satisfactory results, whereas after the 
heavy doses suggested by Mr. Wright and generally recommended 
I have had to deal with patients suffering from overdosage with 
this very wonderful drug. I regard emetine as the nearest 
approach to a miracle-worker that I have come across, but the 
resistance of the individual, which has grown and multiplied 
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during the slow growth of the abscess, is of very great impor- 
tance and should be taken into account. The case which made 
me realize that there was such a factor was that of a patient 
who had been expectorating liver abscess pus for two months, 
and whose expectoration stopped four hours after giving emetine 
1 grain. Finally I would add that my last case of liver abscess 
was successfully treated as an out-patient on the lines I have 
given above.—I am, etc., 

Southwater, Sussex, Aug. 23 V. S. Hopson. 


Diagnosis of Yellow Fever 


Sir,—lIn his letter in your issue of August 16 (p. 247) Dr.G. E. H. 
Le Fanu has done well to draw attention to the old but very 
important problem of the diagnosis of yellow fever. A medical 
practitioner who works in an endemic area is faced with a serious 
question when he encounters a possible case. He cannot escape 
from the task of endeavouring to make a diagnosis. During my 
period of service on the Gold Coast medical officers in their 
efforts to reach a decision were accustomed to place considerable 
reliance on frequent examination of the urine. The history of 
outbreaks showed that early cases were generally overlooked. 
Later on, when an increasing sick rate or death rate from a fever 
aroused suspicion, the finding of a marked and increasing amount 
of albumin in the urine of such cases from the second or third 
day onward together with a diminution in the quantity passed 
was in practice considered as conclusive in favour of yellow fever. 

For the benefit of medical officers in East Africa, who may 
before long find themselves confronted with yellow fever, | 
would say that in West Africa a diagnosis was usually made in 
the presence of the following group of symptoms: sudden 
pyrexia, 101° F. (or less) to 105° F. (or more); prostration, 
early and marked; headache, severe from the start, mostly 
frontal or orbital with congested eyes and turgescence of the skin 
of the face : loin ache or backache ; urine—a rapidly increasing 
albuminuria from the second or third (or, rarely, the first) day 
onward with a steady reduction in the volume of urine passed: 
the urine was tested frequently and measured daily. Other 
symptoms, such as epigastric pain and tenderness, or a small 
pointed tonguc red at the tip and edges, were taken as confirma- 
tory. Jaundice and haemorrhages were later symptoms. Jaun- 
dice is often hardly noticeable, especially in mild cases. 

The importance of the urinary findings in the clinical picture of 
the disease was stressed by Dr. H. Beeuwkes of the Rockefeller 
Foundation in a paper on the clinical manifestations of yellow 
fever in the West African native as observed during four exten- 
sive epic>mics of the disease in the Gold Coast and Nigeria 
(Trans. roy. Soc. trop. Med. Hyg., June, 1936, 30, No. 1). 

Apart from the importance of an early diagnosis in the 
interests of public health the question of treatment arises. It 
is vitally necessary to withhold all food in the early days of 
the illness. African patients often object to such a restriction. 
I have seen the ingestion of food followed rapidly by a profuse 
haematemesis and death. 

There is unfortunately as yet no quick and easy test for the 
disease in the early stages. It follows, therefore, that medical 
men who practise in an endemic or threatened area ought to 
make themselves as familiar as they can with its clinical mani- 
festations so that they may be in a position to take action when 
they meet with a possible case. In an endemic area a sudden 
pyrexia with severe headache from the start and with early and 
increasing albuminuria should be regarded as highly suspicious 
and sufficient to justify the prompt application of local preventive 
measures.—I am, etc., 

22. D. Durr. 


Bristol, Aug 


Subcutaneous Ligature of Varicose Veins 


Sir,—I have followed with great interest the correspondence 
arising from Dr. Russell's paper on subcutaneous ligature of 
varicose veins. From personal experience I can support Dr. 
Russell's claim that his technique is simple, painless, and safe. 
It must be admitted, also, that the immediate results are gener- 
ally very satisfactory, but they are no more effective and no 
more reliable than the results that can be obtained by injections 
alone. 

There is nothing new in subcutaneous ligature of varicosities. 
Heister (1683-1758) used it and states that it was practised by 
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prove a panacea for all varicosities. Time. however, brought 


disillusionment, and in 1927, in an endeavour to improve on the 
results obtained by simple injection in cases of gross varicosities 


with valvular incompetence, | started to combine injection with 
subcutaneous ligature of the saphenous vein in the thigh, using a 
technique almost identical with Dr. Russe'l's. 
I was greatly impressed by the immediate results, and during the 
following three years I used the method between sixty-five 
and seventy times. I gradually abandoned the method because 
I found that equally good immediate results could be obtained 
by the simple non-operative technique which I learnt from my 
friend Dr. Stuart McAusland and which he described in the 
Journal. Moreover, | found that recurrences, though often 
delayed for two to three years, eventually appeared in over 
60°., of cases. 

The next step in my endeavour to find a cure for cases of 
£rVss varicosities was to divide the saphenous vein in the thigh 
above the varicosity and at the same time iniect the distal end. 
Here again the immediate results were excellent, but of 160 cases 
treated in this way between 1930 and 1936 20°, eventually 
showed gross recurrence, and in many more minor degrees of 
varicosity returned. Not more than 50°, could be classed as 
permanent cures. 

In 1932 I siarted to tie and inject the saphenous vein at the 
saphenous opening, and by 1937 | was convinced that this pro- 
cedure (described in conjunction with Mr. Dodd. in the Lancet 
of June 6, 1940) gave the best results. Unlike all the other 
methods, the merits of this technique have impressed me more 
and more as my experience increases and the years go by. 
Unfortunately the war and my Service commitments prevent my 
making an accurate follow-up of the 462 cases I have treated 
by high ligature and injection, but at all events the recurrence 
rate has been negligible. 

It is remarkab'e how many of those who have the largest 
experience of treating varicose veins (Dickson Wright, Ochsner 
and Mahorner, H. Dodd, Faxon) have. in dealing with varicosities 
in which the Trendelenburg test shows valvular incompetence. 
independently been forced by experience to the conclusion that: 


1. Injections alone are followed sooner or later by recur- 
rence in a very high percentage (about 60) of cases. 

2. Ligature combined with injection of the saphenous vein in 
the thigh is followed eventually by nearly as high a percentage 
of recurrences as simple injection. 

3. Ligature and injection of the saphenous vein at its junction 
with the femoral vein gives a permanent cure in not less than 
90°) of cases. If Trendelenburg’s test is positive. then to divide 
or block the saphenous vein anywhere below its junction with 
its terminal tributaries and with the femoral vein is as futile as 
to be content with removing the distal half of a hernial sac. 


It will indeed be unfortunate if its simplicity should popularize 
a method which is based on the results obtained in only some 
fifty cases, none of which have been followed up for more than 
two years. 

Dr. Russell's method is not only based on a complete mis- 
understanding of the mechanics governing the formation and 
recurrence of varicose veins, but has been tried and found 
wanting by many surgeons who have given it a longer and 
larger trial than he has.—-I am, ete., 

J. B. OLDHAM, F.R.CS.., 


Aug. 15 Surgeon Commander, R.N.V.R 


Activity of Tuberculosis 


Sir,—In his letter (August 16, p. 245) with reference to activity 
of pulmonary tuberculosis Dr. Lawrence Roberts raises a 
question on which there is evidently some difference of opinion. 
He suggests that “ when a patient has a demonstrable tuberculous 
lesion in the lung and when he has sputum which contains 
tubercle bacilli then the lesion is, by definition, active.” It 
would, I think, be unwise to adopt the suggestion that the presence 
of tubercle bacilli in the sputum should be regarded as an indica- 
tion of activity, as if the conception of activity is related too 
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Davat (1833) reported several cases treated by sub- 
cutaneous ligature, as did Schede (1887). I used the method 
on many occasions before the introduction of sclerosing therapy. 
Like many others, I hoped that injection therapy was going to 


Like Dr. Russell, 
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closely to the presence of positive sputum it will lose much of its 
value : a negative sputum has no relation to activity. 

As Dr. R. Wright points out in a letter in the same issue of the 
Journal (p. 246), patients with positive sputum are often able 
to continue their work without harm to themselves ; if the disease 
in such cases is regarded as being active then the description 
ceases to have any practical value, since a diagnosis of activity 
implies that rest and treatment are needed. 1 would agree that g 
case with positive sputum is potentially active, but then so may 
be a case with negative sputum, so that no useful purpose jg 
served in Grawing a distinction. 

I would suggest that if the word “ activity ~ in this connexion js 
to have any practical value it must mean constitutional disturb- 
ance resulting from the tuberculous lesion, and the assessment of 
this in a doubtful case not showing the more obvious signs of 
pyrexia and toxaemia would be made by clinical observation 
and by such investigations as the blood picture and response to 
exercise.—I am, etc., 

Northwood, Middlesex, Aug. 21 D. G. M. Epwarps, 


Communal Feeding in Schools 


Sik.—Dr. Letitia Fairfield’s letter (August 9, p. 211) deserves 
support. Dr. G. W. Fleming (August 23, p. 282) enumerates 
the two main points of Dr. Fairfield’s letter and answers each one. 
First, there is the suggestion that the taking of meals together is 
a strong binding element in family life, and against this is 
placed the fact that in the middle and upper classes the majority 
of children spend their lives at public schools, and the disastrous 
effects of this communal feeding have never become manifest, 
Secondly, there is the idea that the mother should be helped in 
her task of feeding children rather than be relieved of the task, 
against which is placed the suggestion that the mother is helped 
if the children are given properly balanced school dinners. Dad 
and Mum, Dr. Fleming suggests, can still preside at breakfast 
and tea without the loss of the healthy vitamin diet so difficult 
to ensure when all the meals are taken at home. Dr. Fleming, 
as medical officer of health, naturally looks at life fiom the 
physical side. Far from ceploring this at the present time, it 
can almost be said that we can assume medical officers of health 
are looking after the nourishment of children just as they are 
preventing the outbreak of preventable infectious diseases. 

It will be a great mistake, however, to think that in answering 
Dr. Fairfield’s main points in this way the sting of truth has been 
taken out of her letter. In my opinion an extremely important 
problem has been raised—one which could be discussed at great 
length. In this letter I would only ask those in Dr. Fleming's 
position to bear in mind the possibility that there may be things 
in heaven and earth not dreamt of in their philosophy. Evacua- 
tion has taught many who were formerly unprepared for the 
complications arising out of feelings, fantasies, and superstitions 
to recognize and respect these phenomena. Now, instead of 
holding that they are beneath contempt, people are a little more 
prepared either to try to understand them or to consult those 
who make it their job to study the whole human being instead of 
the body only. For instance, can Dr. Fleming say offhand how 
important to a mother is the cooking of a dinner for her husband 
and children? How far, if she does not cook their main meal, 
is she deprived of a test of her own goodness, which she needs, 
and how far does the substitution of communal for family feeding 
increase the incidence of maternal depression? If he knows the 
answer to these questions and a few similar ones, he is entitled 
to influence our opinion of Dr. Fairfield’s suggestions. I can 
myself state that, whereas the voluntary and somewhat irregular 
communal feeding of children can be successful, not only physt- 
cally but also in regard to emotional development, the same 
thing as a compulsory and permanent feature would lead to some 
surprising disappointments to those who provide lovely and 
cheap meals. 

My suggestion, then, is that no one doubts that what Dr. 
Fleming says is true so far as it goes, but that it is dull if we as 
doctors always stop short as soon as we finish the purely physical 
sides of a problem. If we do this we cease to be consulted—as 
happened over the problems arising out of evacuation, which 
were tackled by the teachers and not by the doctors—and we 
lose our right to expect our advice to be followed by the powers 
that be.—-I am, etc., 

London, W.1, Aug. 23 


D. W. WINNICOTT. 
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Sir! regret that my copy of the Journal did not reach me in 
jime to permit of an immediate reply to Dr. G. W. Fleming's 
etter (August 23, p. 282). Fortunately another letter on the 
same page must have helped your least imaginative readers to 
picture the future planned for the working-class child by our 
municipal Fiihrers. Dr. Joan McMichael puts in an eloquent 
plea for the * extension of the créche and day-nursery system not 
asa necessary evil but as a useful and permanent contribution to 
child welfare.” She further quotes with approval the example 
of Soviet Russia, “ where perhaps the majority of women prefer 
to continue their careers after marriage,” while doctors and 
nurses and other trained staff pursue them in caravans laden 
with suckling infants. Then we learn from Dr. James Kerr (July 
26, p. 137) that nursery schools are “the right of every child 
from 2 to 5 years of age ” (a proposition for which there is more 
to be said than for any other in the programme, if restricted to 
town children). At 5 years Dr. Fleming peremptorily demands 
“compulsory and universal school feeding,” even though this 
means that the task of providing food does ultimately go out 
of the mother’s hands altogether, a prospect which he does not 
consider “* calamitous.” 

Work out this programme in terms of (a) cost to a war- 
exhausted nation and (b) the amount of time a mother would 
spend with her children and the influence she would have over 
them. To quote middle-class experience with public schools is 
no answer, for the whole social background is different. More- 
over, Dr. Fleming should be aware that the cost of educating and 
feeding children away from home has become such a serious 
burden on the middle and professional classes that it is very 
doubtful if the system can continue after the war. Its spread in 
this century has certainly not improved home life, and it is con- 
sidered to have had a serious dysgenic effect on the nation, as 
Dr. Leybourne shows in her excellent study of Education and 
the Birth Rate. The statement that there is no reason why 
“school dinners should appreciably increase the taxpayer's 
burden” is astounding, especially if the dinners are to be used 
for teaching cookery. He admits that only about 11°, of school 
children are noted as ill nourished. Even if the figure were 20", 
it would be worth while to see what the working mother, helped 
by family allowances and improved education, could do before 
burning down her home to get one roast pig. She would surely 
be happier cooking a dinner than in the factory or field or day- 
dreaming at the pictures.—lI am, etc., 


Aug. 30 LETITIA FAIRFIELD. 


Speed and Road Casualties 


Sik, -It is to be hoped that the improvements in the social 

order to which we look forward after the war will include a 
sweeping and drastic reform of our road arrangements. For over 
twenty years the British people have regarded a fatal accident 
on the Great Western Railway as front-page news for days, and 
a single murder case as affording excitement for weeks, but have 
accepted, apparently with resignation if not equanimity, the daily 
killing of over twenty people by (or “ arising out of the use of *) 
motor vehicles. Probably this attitude is largely the result of 
motoring propaganda centred around the famous slogan, * Speed 
in itself is not dangerous ~ (nor is morphine so long as it remains 
in the bottle!). Surely our profession, through the B.M.A., has 
an important part to play in “* debunking ” that slogan and getting 
speed relegated to its proper category. 
_ The effect of speed on the mind inadequately equipped to 
indulge in it is typified by the driver who hurtles through a 
country village with a scowl on his face and his finger hard down 
on the horn-button, as if the outcome of the war and continued 
Progress of civilization depend on his not taking his foot off the 
accelerator. The furious indignation aroused by any circum- 
stance causing him to apply his brakes implies that his senses of 
Proportion, humour, dignity, and even decency are temporarily 
anaesthetized. The risks he will run for the sake of overtaking 
the car in front (for what purpose he would find it hard to 
explain) are not such as would be incurred by anyone in his 
right mind. I suggest that speed should be regarded as a psycho- 
logical intoxicant and subjected to something analogous to the 
Dangerous Drugs Act Regulations. 

Whatever may be one’s feeling about motoring, the fact 
remains that the motor vehicle has during the past twenty years 
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killed far more people in this country than all the dangerous 
drugs plus all the railways; and what makes it worse is that 
the drugs only injure their addicts, whereas speed kills other and 
innocent people. The railways are safe because those deputed to 
drive potentially lethal machines, even on private tracks, are 
restricted to a relatively small number of men of long experience 
and proved reliability who, after that, stand to lose their job if 
they make one mistake. If motoring is not to remain a blot on 
our civilization second only to war some such methods of regula- 
tion will have to be applied to the roads.—I am, etc., 


: W. H. Spoor. 


Saltash, Aug. 22 


Control of Venereal Disease 


Sir,—The editorial on this subject in the Journal of August 9 
(p. 208), which commented on the discussion at the meeting of the 
Medical Society for the Study of Venereal Diseases of July 26, 
reads as follows: 

“ It appeared to be the majority feeling at the meeting that some 
measure of control was called for, but there was not a near 
enough approach to unanimity to make it seem advisable to send 
a resolution to the Government.” 

This contrasts oddly with the annotation appearing in another 
medical paper, from which | quote: 

“Is any form of compulsion practicable? Though no vote was 
taken the meeting appeared to be unanimously of the opinion that 
it was.” 

Is it mere coincidence that the policy of the Journal has been 
consistently one of opposition to compulsion, whereas the policy 
of the other paper has tended to favour it?-—I am, etc., 


Brentwood, Essex, Aug. 12 ROBERT FORGAN. 


*.* We fail to follow Dr. Forgan’s observations on coinci- 
dence. The article on control of venereal diseases published 
on August 9 was, we believe. a correct account of what took 
place. Our reporter took down verbatim the following remarks 
made by the president of the society, Colonel L. W. Harrison: 
“I feel that there is not enough unanimity for us to instruct our 
secretary to write in the way I have suggested, but | could myself 
say that there was a strong feeling expressed. I do know 
that there has been a fair amount of feeling expressed at this 
meeting that something should be done if it could be properly 
However, we will not go any further with it.” 


safeguarded. 
and we expressed 


It would seem that our summary was accurate ; 
no opinion on the matter._-Ep., B.M.J. 


Diagnostic Bacteriology 

Sir, —It is not “impossible to dispute” anything. Your 
reviewer of Methods for Diagnostic Bacteriology is particularly 
cepinionated in stating (March 29, p. 482), “ It is impossible to 
dispute that Pugh’s or Albert's stain gives a much more charac- 
teristic picture“ in diphtheria diagnosis than methylene blue. 
I have no experience of Pugh’s stain, but | have found Albert's 
open to the objection which, though perhaps in greater degree, 
applies to Neisser’s: over-emphasis of the metachromatic 
granules at the expense of differential staining of the bacillary 
body, which is a much more important diagnostic feature, and 
which is better displayed, and the granules sufficiently well, by 
a good Loeffler’s methylene-blue technique. —-I am, etc., 


Public Health Laboratories, Cairo, June 6 B. R. SANDIFORD. 








An appeal for salvage, particularly for waste paper, has been 
issued by the salvage department of the Ministry of Supply as 
a forerunner to the salvage drive to take place throughout 
Greater London from September 13 to 27. Businesses are asked 
to turn out all old correspondence, records, ledgers, price lists, 
etc., which have been put on one side against possible use 
“some day ” ; also those old directories and guides still retained 
but infrequently used. This appeal may also be made to 
doctors, since it is not unusual for them to have records, ledgers, 
trade circulars, packing material, etc., stored away in such places 
as the back of the surgery or the garage. Not only are all kinds 
of waste paper required, but any quantity, large or small, since 
even one old envelope will make a cartridge wad 
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Obituary 








JOSEPH NELSON, L.R.C.P.&S.Ed. 


On August 16 (writes a colleague in Hull) there suddenly 
passed from our midst Dr. Joseph Nelson, one of the best- 
known and most highly respected general practitioners in 
the East Riding of Yorkshire. 

“Joe,” as he was familiarly known to all, was born in 
Limerick of Protestant parents, and came to England with a 
brilliant school reputation to study medicine at the Westminster 
Hospital. He qualified in 1894, and held a post at Lewes 
Infirmary and Warwick County Asylum before coming to Hull 
as resident surgeon to the Hull and Sculcoates Dispensary. 
After ten years in this post he took up general practice. 
Although not in robust health for some years, he had been for 
many months especially well, and indeed, although somewhat 
indisposed for a day or two, he was on a medical board the very 
night before he died. He played an extremely active part in 
all that pertained to general practice, and more especially to 
panel practice. He had always taken a very great interest in the 
work of the British Medical Association, and was chairman of 
the East Yorkshire Division in 1922-3 and president of the East 
Yorkshire and North Lincolnshire Branch in 1928. In national 
health insurance he was not only profoundly interested but was 
quite an authority on all the Health Insurance Acts. He was a 
member of the Hull Insurance Committee for nearly thirty 
years, and for twenty-one years he was secretary of the Local 
Medical and Panel Committee. The last meeting which he 
attended, strange to say, was the twenty-first anniversary—day 
and date—of his taking over this position. He carried out his 
duties with such skill and enthusiasm that he practically was the 
Hull Panel Committee. His opinion on vexed questions was 
very much sought after and very willingly given. Indeed, he 
enjoyed a national reputation, and was one of the best-known 
figures at the Panel Conferences and Panel Dinners for many 
years. He was possessed of a marvellous memory, a quick wit, 
and very ready spontaneity of speech, making many remarkable 
extempore contributions to discussions. As a secretary he had 
an infinite capacity for taking pains, and his efforts were so 
wonderful that no one can certainly be found to equal him as 
secretary of the Hull Medical and Panel Committee. He was 
originally appointed chairman of the East Yorkshire Medical 
War Committee, but felt he could not carry on and resigned after 
a few months. He was co-guarantor of the war agreement for 
absentee practitioners, and continued an enthusiastic member of 
the committee until the end. He attended at the recent Panel 
Conference in London as a delegate from Hull, and was very 
disappointed indeed with its result. He was a fearless and out- 
spoken critic, and his criticisms, especially on the present capita- 
tion question, are well known to the I.A.C. He felt much 
disappointment at the introduction of the new group into health 
insurance, and was very indignant that the profession was not 
consulted before it was introduced. He was chairman of 
Group C of the Standing Joint Committee and was to have 
convened a meeting at Leeds shortly to discuss methods of 
tackling the capitation question. 

Dr. Nelson contributed many papers to learned societies in 
Hull, and was a great student of Nature, especially of bird life 
in Yorkshire. For many years he was a pillar of the Labour 
movement in his district, although recently he did not take any 
active interest. He remained exceedingly friendly with Robert 
Blatchford, and was on the friendliest terms with Hyndman and 
many whose names were household words in Socialist circles. 
He and his wife were instrumental in organizing the great Hull 
dock strike some thirty-three years ago, and at one time he 
was trustee of the Dockers’ Union. His pleasant Irish intona- 
tion will be much missed at medical meetings in Hull. Indeed, 
his loss is an irreparable one to the whole profession, which 
mourns the loss of one who truly gave his life for his fellows, 
and the sympathy of all goes out to his family of three daughters 
and a son, who is now serving as a flight-lieutenant in the 
R.A.PF. 
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The death occurred on July 24 of Davip Huey, F.R.C.S_, IP. 
at his home, Bushmills, Co. Antrim, in his eighty-fourth year. He 
had been for over half a century the local dispensary doctor, and 
throughout those years he was the embodiment of all the charac. 
teristics of the country doctor. He was guide, philosopher, ang 
friend to a large district and his influence was felt in every sphere. 
Such was his keenness in his work that he proceeded to his Fellow. 
ship of the Royal College of Surgeons, Edinburgh, at the remark- 
able age of 67. He was a regular attender at clinical meetings of 
the Ulster Medical Society and B.M.A. He had been a member of 
the Association since 1908, had been a representative at ten 
Annual Representative Meetings, and was chairman of the North- 
East Ulster Division in 1928-30. Dr. Huey’s main hobbies were 
salmon fishing in the River Bush and golf—he had been fo; 
years captain of the Bushfoot Golf Club, for which he provided 
a new clubhouse. He was a prime mover in everything to 
benefit his community, and took an outstanding part in the 
management of local education, particularly as a governor of 
the local secondary school. He had presided regularly at 
the local petty sessions for many years. He was more than a 
pillar—almost the foundation—of Dunlace Presbyterian Church, 
where he worshipped without fail every Sunday and to which 
he was the principal benefactor throughout his life. 


We regret to announce the death at his home in Wimpole Street, 
London, on August 8 of Dr. BERTRAM SHiRES, who was well 
known for his work as a radiologist during the past twenty years. 
Bertram Shires had been a medical student at the University of 
Edinburgh and graduated to M.B., Ch.B. in July, 1914. Soon 
after the outbreak of the last war he received a commission in 
the R.A.M.C. Special Reserve and reached the rank of major. 
On returning to civil practice he decided to specialize in radio- 
logy and studied tor tne Cambridge D.M.R.E., which he took in 
1921. Joining the x-ray department at St. Thomas’s Hospital 
in 1924 as chief assistant, he was appointed assistant radiologist 
three years later, and became director of the department in 1939. 
Dr. Shires was also honorary radiologist to the Hospital for Sick 
Children, Great Ormond Street, and consulting radiologist to the 
Infants’ Hospital, Vincent Square. He went on living in London 
during the present war, and spent much of his time travelling 
to and from Godalming after St. Thomas’s moved part of its 
work there last April in consequence of the severe bombard- 
ments. 


Dr. SPENCER SMITHSON DuNN, who was driven out of South- 
ampton by enemy action, died recently at the age of 82, after 
years of suffering patiently borne. He graduated M.B., C.M. 
of the University of Aberdeen in 1888, and practised for a time 
at Sheffield. While on military service in the South African 
War he went forward into heavy fire with two volunteer stretcher- 
bearers to bring back a severely wounded sergeant, and got him 
to a place of safety. For this gallant deed he is believed to 
have been recommended for the Victoria Cross. During the last 
war Dr. Spencer Dunn did good work in various capacities. 
Gradual deterioration of health caused him to retire from active 
practice some years ago. 


The death of Dr. T. J. L. Forses of Whitworth deprives the 
Rochdale Division of its senior member. After graduating M.B., 
C.M. of Glasgow University in 1894 he held resident posts as 
house-physician and house-surgeon at the Western Infirmary, 
Glasgow, assistant medical officer, Riccartsbar Asylum, and 
house-surgeon, Glasgow Royal Maternity Hospital. In 1899 he 
went to Whitworth as partner to Dr. A. Welch, whose daughter 
he married, and spent the rest of his life in this Lancashire upland 
valley. He devoted almost the whole of his activities to the 
service of his patients in his extensive practice, and this devotion 
was returned in large measure by the whole-hearted affection of 
the patients whom he served so faithfully. The house he prac- 
tised from is of considerable interest, as it was originally the home 
of the “ Whitworth doctors,” a dynasty of bonesetters whose 
fame was widespread, and whose patients included a future Arch- 
bishop of York and a member of the Royal Family ; the last 
of the line was a qualified medical man. Thomas Forbes was 4 
man of fine physique and handsome appearance, quiet and 
courteous but friendly in manner. His later years were dogged 
by ill-health, which compelled his retirement from practice some 
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wo years ago. He was J.P. for the County of Lancaster and for 
many years M.O.H. for Whitworth, and was a Fellow of the 
society of Medical Officers of Health. Apart from these duties 
he took no active part in public affairs. He declined office in 
he local Division of the B.M.A., but was a very loyal member 
of the Association, and consistently upheld by example a high 
ideal of professional behaviour in his relations with his patients 
yd colleagues. He was cremated at Rochdale on August 4. 
The service was attended by the members of the Whitworth 
Urban District Council and a large number of his old patients 
and professional colleagues. He is survived by his widow and 
two sons. 


The following well-known medical men have died abroad: Dr. 
Max BJORKSTEN, a famous Helsingfors epidemiologist, aged 75; Dr. 
jaxos SZWAJCER, formerly director of the Czyston Hospital, Warsaw, 
aged 90; Prof. José pa Costa Cruz, director of the Oswaldo Cruz 
Sanatorium, Rio de Janeiro ; Dr. BransrorD Lewis, emeritus pro- 
fessor of urology at St. Louis University School of Medicine, aged 78 ; 
Dr. JOHN TEMPLETON BOWEN, an eminent dermatologist of Boston, 
emeritus professor of dermatology at Harvard University, whose 
name has been given to a precancerous dermatitis, aged 84; Dr. 
SamuEL W. BECKER, assistant professor of dermatology, University 
of Chicago, author of Common Diseases of the Skin, aged 47; Prof. 
W. A. JoLty, a Zurich psychiatrist; and Dr. CHarRLES WALLIS 
EDMUNDS, a leading member of the Council on Pharmacy and 
Chemistry of the American Medical Association and co-editor with 
Prof. J. A. Gunn of Oxford of Cushny’s Textbook of Pharmacology 
and Therapeutics, aged 68. ° 





Universities and Colleges 








UNIVERSITY OF OXFORD 


The Theodore Williams scholarship in anatomy, 1941-2, has 
been awarded to P. P. H. Schmidt, St. Catherine’s Society. 


UNIVERSITY OF LONDON 


The headquarters of the University of London administrative 
staff has moved from Royal Holloway College, Englefield Green, 
Surrey, to Richmond College, Richmond, Surrey (telephone, 
Richmond 2301). 

The title of Professor Emeritus of Physiology in the Univer- 
sity has been conferred on Dr. Winifred C. Cullis on her 
retirement from the Sophia Jex-Blake Chair of Physiology at 
the London (Royal Free Hospital) School of Medicine for 
Women. Miss Esther M. Killick, M.Sc.. M.B.. Ch.B., has been 
appointed to succeed Prof. Cullis. 


SOCIETY OF APOTHECARIES OF LONDON 


Ata meeting of the Court of Assistants of the Society of Apothe- 
caries Sir Stanley Woodwark, M.D., F.R.C.P., was elected Master 
for the ensuing year, Prof. F. G. Parsons, D.Sc., F.R.C.S., Senior 
Warden, and Mr. V. Warren Low, F.R.C.S., Junior Warden. 


The following candidates have passed in the subjects indicated : 

SurGery.—K. J. Adams, G. J. Ambrose, E. D. C. Davies, S. Fink, 
S. E. Gordon, S. Hashim, H. G. King, Pak So. 

MevicINE, PATHOLOGY, AND ForENsiIC Mepicine.—K. J. Adams, 


H. P. Anderson, B. Berman, E. D. C. Davies, M. C. Hannon, A. 
Hannan, J. H. C. Hill, D. W. Mayman, S. S. Zoha. 


Mipwirery.—K. J. Adams, G. R. Boyes, FE. D. C. Davies, S. 
Hashim, N. F. Murphy, T. W. Renton, B. E. O. Williams. 


The diploma of the Society has been granted to K. J. Adams, 
H. P. Anderson, B. Berman, E. D. C. Davies, S. Fink, A. Hannan, 
§. Hashim, J. H. C. Hill, and D. W. Mayman. 
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The Services 








HONORARY PHYSICIAN TO THE KING 


Lieutenant-General Alexander Hood, C.B.E., late R.A.M.C.., 
Director-General, Army Medical Services, has been appointed 
an Honorary Physician to the King, in succession to Lieutenant- 
General Sir William P. MacArthur, K.C.B., D.S.O., O.B.E., 


retired. 
COLONEL COMMANDANT, R.A.M.C. 


Major-General H. P. W. Barrow, C.B., C.M.G., D.S.O., O.B.E., 
retired pay, late R.A.M.C., has been appointed Colonel Com- 
mandant of the Corps, vice Major-General R. S. Hannay, C.B., 
C.M.G., D.S.O., retired pay, late R.A.M.C., who has attained 
the age limit for the appointment. 


CASUALTIES IN THE MEDICAL SERVICES 


AUSTRALIAN ARMY MEDICAL CORPS 
Captain Stewart Irvine Weir, who was killed in action in 
Greece in April, was educated at the University of Melbourne, 
where he graduated M.B., B.S. in 1930. He became a Fellow of 
the Royal College of Surgeons of Edinburgh six years later. 
He had been a member of the British Medical Association since 
1935. He leaves a widow and one daughter. 


DEATHS IN THE SERVICES 


Colonel ANTHONY HENRY WarING, D.S.O., late R.A.M.C., died 
at Maresfield on August 9, aged 69. He was born on November 
28, 1871, and took the M.R.C.S., L.R.C.P.Lond. in 1895. 
Entering the Army as surgeon lieutenant in January, 1896, he 
became lieutenant-colonel in the long war promotion list of 
March 1, 1915, and colonel on October 15, 1916, was placed on 
half-pay on December 26, 1919, and retired on January 8, 1921. 
He served throughout the war of 1914-18 in France and Flanders, 
was mentioned in dispatches in the London Gazette of October 
10, 1914, and May 20, 1917, and received the D.S.O. in 1917, and 
was also appointed Commander of the Portuguese Order of Avis. 
After his retirement he lived for many years at Antibes, in the 
Alpes Maritimes, France. 








TUBERCULOSIS IN INDIA 


To assist tuberculosis work in India a subcommittee of the 
Tuberculosis Association of India has issued a report on classi- 
fication of pulmonary tuberculosis. The recommendations 
include taking into account the anatomical extent of the disease 
judged by both physical and x-ray examination, and the sub- 
division of patients into two groups, according to the history 

* acute initial ” and “ chronic recrudescent.” By the term acute 
initial is meant a case with acute onset, a course of illness more 
or less continuous, without healthy intervals, with a duration not 
exceeding two years. By chronic recrudescent is meant a case 
slowly developing with healthy intervals, and cases of the acute- 
initial group with a duration of illness of more than two years. 
The classification recognizes three stages according to anatomical 
extent, special regard being paid to cavitation and complications ; 
and each stage is subdivided into A, B, and C according to the 
extent of systemic disturbance. Recommendations are also made 
in regard to classification of results of treatment at the time of 
discharge. This includes the term “ arrested” (which in Great 
Britain cannot be applied until two years after a case has been 
pronounced quiescent). In the Indian classification both the 
terms “ arrested ” and “ quiescent “ require that no tubercle bacilli 
should have been found in the sputum for the last three months, 
and this implies that “ before the sputum is declared negative it 
should have been examined on four separate days in each of 
three months, using the ordinary smear method.” It is, how- 
ever, Strongly recommended that culture methods should be used 
when no tubercle bacilli are found by the smear method, and 
that in all reports from institutions it should be stated, when 
giving figures for positive or negative sputum examination, 
whether culture methods have been used. The report also con- 
tains four informative and very useful appendices on radiography 
of the lung, sputum examination for tubercle bacilli, blood 
examinations in tuberculous patients, and on the taking of tem- 
perature in tuberculous patients. 
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INFECTIOUS DISEASES AND VITAL 


STATISTICS 


We print below a summary 


of Infectious Diseases and Vital 


Statistics in the British Isles during the week ended August 9. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 


sponding week last year, for : 


London (administrative county). (c) Scotland. (d) 


(a) England and Wales (London included). (b) 


Eire. (¢) Northern Ireland. 


Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 


are for: (a) 
London (administrative county). 
13 principal towns in Eire. 

A dash denotes no cases ; 
no return available. 








1941 
Disease 
(a) | (b) | (c) | (dd), Ce) 
Cerebrospinal fever ; 144 18 38 5 8 
Deaths , x 1 
Diphtheria 677, 40 199 15 31 
Deaths a ha 18 l 2 2 3 
Dysentery ~ ; 40 «110 45 
Deaths ae ca 1 
Encephalitis lethargica, 
acute P es 3 4 2 
Deaths 
Enteric fever* we 38 3 6 6 1 
Deaths “ 3 2 
Erysipelas ; a - 37 5 
Deaths ; 
Infective enteritis or 
diarrhoea under 2 
years ee ee 
Deaths a we 51 3 8 23 i 
Measles ae zs 2,276 84 26) 102 1 
Deaths en - 2) - - I 
Ophthalmia neonatorum 72 3 14 2) 1 
Deaths | 
Paratyphoid A and B. 150 2 13); — | — 
Deaths : -_t[— —|— —|— 
Pneumonia, influenzalt 408 21 6t 1 
Deaths (from _in- 
fluenza) 2} 12 2 1 3 
Pneumonia, primary 120) 9 
Deaths sta at ; a4— 
Polio-enceph: alitis, acute | 2 2 
Deaths ig — 
Poliomyelitis, acute .. 30 5 1 l 
Deaths * ey - 
Puerperal fever x 1 1 10 2) - 
Deaths ; pa - 
Puerperal pyrexia =e 126 112 16 2| 2 
Deaths “e 


Relapsing a 7 + | Se ae & 
Deaths 1 oa | 


Scarlet fever ‘ 804; 27, 118, 32) 20 
Deaths ee os aT sim ai’ hee 














Small-pox a of —|—|- ‘ons 





The 126 great towns in England and Wales (including London). (b) 
(c) The 16 principal towns in Scotland. 
(e) The 10 principal towns in Northern Ireland. 

a blank space denotes disease not notifiable or 


(d) The 


1940 (Corresponding Week) 
(a) | (b) | (c) | (dd) | (e) 


141 18 44 «|= «2 
2 1 
817 26 296 47 30 
23 6 — 
45 1 42 : 
3| — . 


31 4 10) 9} 12 


9,048 SI) 518 18 
q—| 4-—|— 
404 at) oa) — 





6 7—|— 
| 133 9 
13) 4 4 
2 7 | [ 
et a Se oe 
24 1 4 - 
| a 
“gs st} gv —i- 
-| | f 
I 




















Deaths me TC Mccall hat haat Rend Macs ea =f ow fan jo 
Typhus fever < tah ow bom eelll Toeead) faces = i= — | 1 
Deaths es oe ;—-|—|— Beal —_ 
Whooping-cough — 3,138 206 84-37) 28) 828 14, 44 16 
Deaths 19 3 5; — 1 3 t—!i— 5 
Deaths (0-1 year) oo | aol ae 63; 38; 17[ 265; 29 44, 21 24 
Infant mortality rate 
(per 1,000 live births) | | | | | | | | 
Deaths (excluding still. | | dl | | 
births) = .. 13,420) 436| 518} 182) 116] 3,915) 677, 566 138| 116 
Annual death rate per | } | | 
1,000 persons living | | =| 94.3} 12. § 11.4) 9.2! 10.2 
Live births .. | 4,392) 340) 841) 290) 166] 5,647, 875) 823| 333) 212 
Annual rate per 1,000 | | 
persons living es. | 17.1) 19. 3 § 16.6 22.2) 18.6 
Stillbirths .. —.. | 192} 14 38) | 228; 29, 32) | 
Rate per 1,000 total | 
births Cashating | | | | 
stillborn) .. 43) |_— 
| ' | | 
| 


| 


e Includes pasaty phoid A end B for I Eire and Northern Ireland. 
+ Includes primary form in figures for England and Wales, London (adminis- 


trative county), and Northern Ireland. 


t Includes one case of pneumonia not otherwise notifiable. 
§ Owing to evacuation schemes and other movements of population, birth 


and death rates for Northern Ireland can no longer be 


given. 
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EPIDEMIOLOGICAL NOTES 


Infectious Diseases for the Week 


Last week's decline in the prevalence of infectious diseases jp 
England and Wales continued; the only exceptions to the 
general rule were those of poliomyelitis and typhoid fever, the 
notifications for which exceeded last week's figures by two and 
four respectively. The returns for the other diseases reached 
the lowest level of recent months, the number of cases of 
whooping-cough being the lowest for over six months, and of 
diphtheria the lowest for the past year: measles reached the 
lowest level for over eighteen months, and the notifications for 
cerebrospinal fever, dysentery, and pneumonia were fewer than 
they have been for almost a year. In Scotland scarlet fever 
and whooping-cough showed an increase of 11 and 25 cases 
respectively over the notifications for the preceding week. 


Typhoid and Paratyphoid Fevers 


The notifications of typhoid in England and Wales were 38, 
and were four in excess of the previous week’s total. Eight of 
these cases were reported from Rhayader R.D., Radnorshire. 
The decrease in the number of cases of paratyphoid reported 
during the week was mainly due to the subsiding of- the out- 
breaks in Cheshire and Lancashire, where 19 and 20 fewer cases 
were recorded than in the previous week. The incidence is still 
very high in Lancashire, which, with 76 cases (40 in Liverpool 
C.B.), contributed slightly over half of the total for the country. 
Cumberland with 12 cases has the second largest number of 
notifications, due to an outbreak in Carlisle C.B., 10 cases. 


Dysentery 

No further case has been reported from Leiston-cum-Sizewell, 
where the outbreak last week resulted in 37 notifications. The 
cases reported in England and Wales during the week were only 
one-third of the total in the preceding week. This large decrease 
brings the incidence of dysentery to the lowest level since last 
autumn. London with 10 cases and Lancaster with 8 accounted 
for almost half of the cases reported in the country. Forty-five 
cases, a decrease of 7, were notified in Scotland : 23 of these 
were recorded in Lanarkshire. 


Acute Poliomyelitis 


There were 30 cases of this disease notified during the week, 
an increase of two on last week's total. A fresh outbreak 
occurred in Hertford (Ware U.D.), with 5 cases. Other multiple 
cases were reported from Berkshire (Maidenhead M.B. 2, New 
Windsor M.B. 2, Cookham R.D. 2): Buckinghamshire (Slough 
M.B. 4, Eton R.D. 2); Lincolnshire (Lincoln C.B. 3). Two deaths 
have occurred in the Slough district. Five cases were recorded 
in Scotland. 

Cerebrospinal Fever 

The notifications of cerebrospinal fever in England and Wales 
were only three-quarters of the number recorded in the previous 
week, and were the lowest for almost a year, but the incidence 
remains at six to seven times the pre-war level. Of the 121 cases 
reported, slightly more than one-quarter were contributed by 
two counties, Lancashire 19 and Yorkshire, West Riding, 15. 
The number of cases reported in Scotland was 38 (Glasgow 12 
cases), compared with 39 in the preceding week. 








J. A. Tuta and E. F. Hess (Amer. J. Obstet. Gynec., 1941, 42, 
142), who record an illustrative case, state that up to 1937 168 
cases of carcinoma of the female urethra were on record. 
Primary urethral carcinoma must be distinguished from secondary 
carcinoma arising in the labia majora or minora, vestibule, 
Bartholin’s glands, clitoris, or vagina. Within the urethra the 
usual lesions are prolapse of the urethral mucosa, caruncle, 
fibroma, or sarcoma. The present case was that of a housewife 
aged 57, in whom the menopause had occurred eight years 
previously. The symptoms were general bleeding and pelvic pain, 
and a small red ulcerated mass was found involving the meatus. 
Death took place after about four months’ illness. The necropsy 
showed that the entire length of the urethra was invaded by 4 
tumour (squamous-cell carcinoma), and there were metastases In 
both lungs. 
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A general meeting of the Tuberculosis Association will be held 
at 26, Portland Place, W., on Saturday, September 13. At 
10.30 a.m. Dr. H. V. Morlock and Mr. P. R. Allison will present a 
paper on “ Bronchial Obstruction as a Factor in Pulmonary 
Tuberculosis,” and at 2.30 p.m. there will be a discussion on 
“Tuberculosis and the Examination of Recruits,” to be opened 
by Dr. P. L. T. Bennett. 


A series of five lectures on economic problems, to be given on 
successive Tuesdays in September, at each of which the speaker 
will be a member of the House of Commons, has been 
arranged by the Henry George School of Economics. Town 
planning will be discussed by Mr. Andrew Maclaren on 
September 9 and industrial health by Dr. H. B. Morgan on 
September 23. The lectures will be given at the school’s 
premises, 13, Suffolk Street, Pall Mall, S.W.1, fo which address 
applications for tickets (price Is. for each lecture, season 
tickets 4s.) should be made. 


The Ministry of Food wishes to emphasize that the directions 
on cartons containing national dried milk, which were drawn up 
with the advice of the Ministry of Health, are of a general nature 
only. They should not be considered suitable for every infant, 
but should be modified at the discretion of the medical adviser. 
National dried milk is not a humanized food. It is manufactured 
by the roller process in two varieties: a full-cream powder with 
a standard fat content of 26°, to 27%, but without any added 
iron and other ingredient, and with a calorie value of 18 to 19 to 
one fluid ounce of reconstituted milk ; and a half-cream powder 
with a standard fat content of 16.5°., giving a calorie value of 16 
to an Ounce. 


The Ministry of Health has circularized local authorities 
(Circular 2455) on the need for co-ordinating the arrangements 
made by industrial concerns in their area for the treatment of 
air-raid casualties and for disposal of the dead with those made 
by the authorities themselves. To this end industries are being 
asked where possible to allow the local medical officer of health 
to visit their premises to see the arrangements they have made. 
when he will be able to judge what help, if any, they may need. 


Preliminary arrangements for Hospitals Day, to be held on 
Tuesday, October 7, are now being made by the London 
Hospitals Street Collections Central Committee. It is hoped to 
improve on the record collection made in May, when London's 
hospitals collected over £10,000 more than they had done before 
on any previous flag day. Suggestions and offers of service will 
be gratefully welcomed by the chairman, Lord Luke, at the 
headquarters, 36, Kingsway, W.C.2. 


The August issue of /ndustrial Welfare and Personnel Manage- 
ment, the journal of the Industrial Welfare Society (14, Hobart 
Place, §.W.1), contains an article on relations between doctors 
and industry by Dr. W. D. Jenkins, medical officer, South Metro- 
politan Gas Company, Ltd., whose thesis is that (a) a part-time 
medical service is essential for the bulk of the industrial under- 
takings in the country ; (4) this service must be staffed by general 
practitioners ; (c) the lack of knowledge of industry and industrial 
conditions among doctors is due to their early training and the 
lack of appreciation by employers of the need for encouraging 
doctors to be interested in industrial conditions ; (d) any difficul- 
les which exist can easily be overcome by good will ; (e) such 
services are productive only of good results and are an economic 
gain. The recently developed miniature radiography for detec- 
tion of tuberculosis is described in an article on methods of mass 
radiography by Dr. A. S. Hall, tuberculosis officer of the Middle- 
sex County Council, who points out that until there is a positive 
demand for the apparatus it will not be manufactured. 


The Kober Medal of the Association of American Pihys.cians 
was recently presented to Dr. William de B. MacNider, research 
professor of pharmacology at the University of North Carolina. 

The 26th annual session of the American College of Physicians 


will be held at St. Paul, Minnesota, from April 20 to 24, 1942, 
under the presidency of Dr. Roger I. Lec. 
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In consequence of his appointment as Secretary of State for 
Scotland, Mr. Thomas Johnston has resigned membership of the 
Nuffield Provincial Hospitals Trust, and other vacancies have 
been caused by death. Lord Balfour of Burleigh, chairman of the 
Medical Research Council, Lord Wigram, Mr. Tom Williams, 
M.P., Sir Bernard Docker, and Mr. D. Lindsay Keir, vice- 
chancellor of Queen’s University, Belfast, have accepted Lord 
Nuffield’s invitation to become trustees. 


Professors D. Keilin, F.R.S., and C. R. Harington, F.R.S., have 
been appointed members of the Agricultural Research Council. 


Prof. C. Lovatt Evans, F.R.S., has been elected a foreign 
member of the Royal Phgsiographical Society of Lund, Sweden. 








Letters, Notes, and Answers 





All communications in regard to editorial business should be 
addressed to THe EDITOR, British MepicaL JournaL, B.M.A. 
House, Tavistock Square, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone 
unless the contrary be stated. 

Authors desiring REPRINTS of their articles must communicate 
with the Secretary, B.M.A. House, Tavistock Square, W.C.1, on 
receipt of proofs. Authors over-seas should indicate on MSS. 
if reprints are required, as proofs are not sent abroad. 

ADVERTISEMENTS should be addressed to the Advertisement 
Manager (hours 9 a.m. to 5 p.m.). Orders for copies of the 
Journal and subscriptions should be addressed to the Secretary. 

TELEPHONE No.-——B.M.A. and B.M.J.: EUSTON 2111. 

TELEGRAPHIC Appresses.—EDITOR, Aitiology Westcent, London; 
SECRETARY, Medisecra Westcent, London. 

B.M.A. ScorrisH OrFice: 7, Drumsheugh Gardens, Edinburgh. 


QUERIES AND ANSWERS 


* Cocktail ” Burn 


Dr. lan F. S. Mackay writes: Among the “* casualties * at a recent 
Home Guard exercise was one that had received a burn from a 
“ Molotov cocktail.” This contains yellow phosphorus in solution, 
What is the first-aid treatment that you would advise? 


Symptoms after Mercurochrome Treatment of Impeiigo 


Dr. Noet C. BLEASDALE (Liverpool) writes: I have recently been 
treating a number of cases of impetigo contagiosa of varying degrees 
of severity by starch poultices in order to loosen the crusts, 
following which I have applied 2% solution of mercurochrome to 
the lesions. This treatment has proved very successful in the 
majority of cases, the sepsis associated with the condition clearing 
up very rapidly. In two cases, however, of impetigo of the back 
of the head and neck there was a temperature of 101° F, and 
relaxed stools three days after the application of mercurochrome, 
and in one there was vomiting on one or two occasions. I am 
wondering whether these symptoms could be duc to the 
mercurochrome, but have not been able to find any records of such 
in the literature. Perhaps some of my colleagues will be able 
to clarify this point for me. 


Income Tax 
Payment of Interest 


M. H. is paying interest on a private loan in licu of bank interest 
paid in former years. 


*," Interest paid to a bank is an allowable deduction by 
statute, but interest paid to a private person, however, cannot be 
deducted. The reason is that in the latter case the payer is entitled 
to deduct tax from the interest at the time of payment and receives 
the allowance in that way. In other words, the fact that he cannot 
deduct the interest in calculating his own liability is the means by 
which he passes on to the Revenue the tax he is entitled to keep 
back when paying interest. 


S. W. C. is paying interest to an insurance company instead of to 
a bank, as formerly. 


*” S. W. C.’s inquiry is similar to that of M. HL, to whom a 
reply is given above 
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Personal Allowances 


J. M. has had tax deducted from military pay at standard rate 
without any deduction being made for “ personal ”* allowances. 


*." The note which is rubber-stamped on the notice accom- 
panying J. M.'s letter states that the personal allowances, and 
presumably the benefit of applying the lower rate of tax to one 
** slice ” of income, have been applied to some other source of 
income—possibly to a share he may retain in the profits of a 
practice. If that note is correct no further allowance is due; if it 
is incorrect the matter should be taken up at once with the War 
Ottice income-tax authorities. 


Continuance of Liability for Rent 


* LEASEHOLDER’S ™ practice ceased on his entering war work under 
the Emergency Scheme, but he remains liable for rent in respect 
of the premises at which his practice was formerly carried on. Can 
he claim an allowance in respect of the payments of rent? 

*,.* If his practice cannot be regarded as having been continued 
we see no legal ground on which a claim could be based. If, 
however, some evidence can be put forward—e.g., that the plate 
remains on the premises and that some other practitioner is avail- 
able to deal with clients—then we think that it might be possible to 
persuade the authorities to regard the practice as still continuing, 
and in that event a claim might be made under the Income Tax 
Act, 1918, Section 34, in respect of the loss occasioned by payment 
of the rent. (If an appeal ad misericordiam should meet with 
success we should be glad to hear of it.) 


Car Used for Official Purposes 


P. K. is employed by one of the Ministries, and receives an allow- 
ance for the use of his car which may cover running costs but not 
depreciation. Can he claim an allowance? 

*,* He is assessable under Schedule E and is entitled only to 
expenses (including depreciation) incurred “ wholly, exclusively, 
and necessarily in-the performance of his duties.’ It may be that 
he uses a car of greater cost or horse-power, or for a greater 
mileage, than is “* necessary "’ for his official use, but in any case 
he would find it very difficult to persuade the Income Tax Commis- 
sioners that the cash allowance he receives from the Ministry is 
inadequate on the very strict and limited basis indicated above. 


LETTERS, NOTES, ETC. 


Systemic Factors in Wound Healing 


Dr. G. Arsour STEPHENS (Swansea) writes: Dr. Grant Waugh’s 
article on the systemic factors influencing wound healing (August 
16, p. 236) is of importance not only because it is sound in doctrine 
but because it tends to emphasize the importance of the part played 
by these factors. In July, 1906, I showed that wounds or ulcers’ of 
the leg are helped to heal by the internal administration of calcium 
iodide, which has the effect of raising the pH. Dr. Waugh holds 
that a lowered pH of tissues, especially near the wound, is essential 
for good healing. Were that so, large quantities of beef and beer 
ought to be just the things to consume! The value of vegetables 
lies in their basic tendencies to raise the pH, while the cereals and 
carbohydrates make the tissues more acid. Balanced diets are 
composed of basic vegetables and acid meats, of basic milk and 
acid breads. The children of the poor live on acid bread, and as 
a result are the first to fall victims of all epidemics. It was for 
this reason I got the Swansea education authority to be the first 
to give milk to school children and set an example to the rest 
of the country. Metal burns or wounds heal quickly when 
cleaned by petrol or benzol, which is able to wash away the 
surface fatty substances to which the germs and half-burnt toxic 
tissues adhere. After the petrol has evaporated it leaves a 
clean and a dry wound—the two great essentials for healing. In 
a large local spelter works metal burns kept the workers away for 
six to eight weeks, but since petrol treatment was introduced loss 
of work is nowadays exceptional. 


Treatment of Impetigo 


Dr. Maurice E. J. Packer (Bristol) writes: With reference to the 
treatment of impetigo (August 16, p. 225) I did a considerable 
amount of experimental work on this at a school clinic. My 
experience suggested that the best treatment is to tear off small 
pieces of cotton-wool just the sizes of the sores, damp them with 
lotio cupro-zincica, and cover generously with elastic adhesive 
plaster. This is left’'on for a week, at the end of which time the 
big majority have healed; if not, repeat. Some cases proved 
resistant, but these were exceptional. This method is especially 
valuable at clinics, as it saves children attending every day. Also, 
if every sore is covered the danger of infection is reduced to a 
minimum, and attendance at school while being treated might be 
considered. 


LETTERS, NOTES, AND ANSWERS, 
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Cardiac Arrest during Anaesthesia 


Dr. Joun ArmstronG (London, W.C.2) writes: Mr. Hamilton Bailey 
(August 16, p. 243) must be unfortunate in his anaesthetists. Jp 
my early days in Glasgow Royal Infirmary I administered chloro. 
form over 2,000 times with no deaths, some of the operations 
lasting to three hours. 


Adhesive Bandages: Avoiding Painful Removal 


Captain M. H. L. Desmarats, R.A.M.C., writes: Much discomfort 
and pain is experienced by the patient when elastoplast bandage 
is removed. The bandage sticks to the hairs and also causes some 
irritation of the skin. On the suggestion of my orderly the 
bandage is applied in reverse in cases where only support is 
required, and the sticky surface of the bandage is then powdered 
with French chalk. 


Epistaxis 


Dr. R. GatnsporouGH (Uckfield) writes: The control of epistaxis 
by the ordinary method of plugging is a painful process both in 
its application and in the removal of the plug. I was called 
recently to a case where a serious loss had occurred from recurrent 
haemorrhages. I was unable to plug on account of the patient's 
sensitiveness and previous experience, and decided to use a stream 
of hot air to accelerate clot formation. I found this at once 
successful, and as the patient had haemorrhage on two subse- 
quent days he controlled it himself immediately by applying this 
method. The stream of hot air was obtained from a domestic 
hair-dryer. I do not know if this remedy has been used before, 
but [I found it extremely effective. 


Chloroform in the ‘Eighties 


Dr. J. N. MarsuHatt (Rothesay) writes: | have been following with 
interest the correspondence about anaesthetics in your columns, 
and have been moved to add a short note of my own experience. 
I would like to confirm what Dr. J. T. Maclachlan—a countryman 
of my own from the north of Scotland, and evidently of about 
the same vintage as myself—said (July 5, p. 19) about the use of 
chloroform in the Western Infirmary, Glasgow, and the absence 
of fatalities in its use in the early eighties of last century. In 1882 
I was house-surgeon with Hector Cameron, the other visiting 
surgeons being George Macleod, George Buchanan, and Alexander 
Patterson. As a rule the house-surgeons administered chloroform, 
and the senior students were carefully instructed in its use. So 
far as I know there were no fatalities at that time. Macewen was 
then at the Royal Infirmary, Glasgow, and he also used chloroform. 
Later I often gave it for him in private practice. During the next 
ten years | was engaged largely in country practice and used 
chloroform in midwifery, in minor surgery, and in the many 
exigencies of general practice, sometimes alone, sometimes with 
assistance. From 1897 I had the inestimable privilege of hospital 
practice in the Cottage Hospital at Rothesay, a similar privilege 
which all country doctors should have. From that date until 1934, 
when I retired from general practice, I had chloroform adminis- 
tered, with ether in the background, by one or other of my colleagues 
in the hospital with only one death, though undoubtedly there 
were quite a number of “ near misses ” of fatality which caused 
anxious moments. A rough though conservative estimate of the 
number of chloroform administrations in the above series is 3,500. 
Chloroform is undoubtedly a killer drug, but used with skill and 
care it is a friend in need to the general practitioner, and all 
students should be trained in its use or in the use of some other 
anaesthetic. 


A Diabetic Chart 


Dr. H. Cecitt BaRLow writes: We have recently introduced into the 
wards at the Lincoln County Hospital a type of chart for diabetic 
cases, and find it very useful. It is simple to keep, it affords at a 
glance the progress of the case, it is a fairly complete record which 
can be completed by a few notes on the case sheet, and being the 
same size as the ordinary temperature chart can be bound up with 
the records in the case books. It is printed by Messrs. Heyworth 
and Sons, Lincoln. 


Stains for Microscopical Work 


British Drug Houses Ltd. have recently issued a forty-page booklet 
on their standard stains for microscopical work. In the first part 
details are given of the different routine methods of staining 
bacteria and preparing microscopical sections and of staining cells. 
This is followed by a price list of B.D.H. microscopical stains. 
the booklet can be obtained free of charge on application to the 
tirm at Graham Street, City Road, London, N.1. 


























